
  
 

BoD 5 December 2019: Agenda (PUM) 

A MEETING OF THE BOARD OF DIRECTORS 
WILL TAKE PLACE ON 5 DECEMBER 2019, 9.00AM  

IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL 

AGENDA 

No Item   Sponsor Ref 

 
1 

Apologies and Welcome: 

i Council of Governors attending by invitation  

Mr T Lake 
Chairman 

Verbal 

 
2 

To receive any Declarations of Interests related to agenda 
items 

Verbal 

 
3 

To approve the Minutes of the meeting of the Board of 
Directors held in public on 7 November 2019. 

19/12/05/03 

 
4 

To approve the Action Log in relation to progress to date  
and review any outstanding actions 

19/12/05/04 

 
5 To receive and review  a Patient’s Story - ICU 

Mrs J Murphy 

Director of Nursing & 
Quality 

Presentation 

ASSURANCE 

 
6 To receive and approve the Chair’s Log for the Quality & 

Governance Committee held on 27 November 2019,  

including :- 
i approval of the Nutritional Policy – presented at Q & G 

23 October 2019 
ii approval of the Volunteers Strategy – presented at Q & 

G 23 October 2019 

Mrs R Moore 

Chair, Quality & 
Governance Committee  

 
19/12/05/06 

 
 

19/12/05/06i 
 

19/12/05/06ii 
 

 
7 

To receive and approve the Chair’s Logs from the Finance & 
Performance Committee held on 28 November 2019  

Mr F Patton 

Chair of Finance & 
Performance Committee 

19/12/05/07 

 
8 

To receive and review the Chair’s Log on any escalation 
issues from the Executive Team (ET)  

Dr R Jenkins 
Chief Executive Verbal 

 
9 

To receive and review an update on ICS Capital Funding – 
Children’s Emergency Department and Children’s Assessment 
Unit (ED/CAU) 

Mr B Kirton 
Chief Delivery Officer Presentation 

 
10 To receive the Freedom to Speak Up Guardian Annual Report 

Dr R Jenkins 
CEO 

Mrs J Munford 
FTSUG 

19/12/05/10 

 
11 

To receive and endorse the quarterly mortality report 
Dr S Enright 

Medical Director 19/12/05/11 

 
12 To review the Integrated Performance Report (Month 07) 

Mrs J Murphy 

Director of Nursing & 
Midwifery 

19/12/05/12 
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BoD 07 November  2019 Agenda (PUM) 

No Item   Sponsor Ref 

STRATEGY 

13 To receive:- 
i Proud to Improve Initiative  
ii Quality Improvement (QI) Vision 
iii Innovation Strategy  

 

Dr S Enright 

Medical Director  

19/12/05/13 
19/12/05/13i 
19/12/05/13ii 

 
14 To receive and endorse the Mental Health Strategy  

Mrs J Murphy  

Director of Nursing & 
Midwifery 

19/12/05/14 

 
15 

To receive an update on the Barnsley Integrated Care 
Partnership 

Mr B Kirton 

 Chief Delivery Officer& 
Deputy Chief Executive 

Verbal 

16 To receive and review the monthly report from the Chief 
Executive, including an update on the South Yorkshire and 
Bassetlaw Integrated Care System (ICS). 
 

Dr R Jenkins 

 Chief Executive 
19/12/05/16 

 
17 To receive and review the latest Intelligence report 

Mrs E Parkes 
Director of Comms & 

Marketing 
19/12/05/17 

CULTURE 

 
18 

To endorse the report on Celebrating our People  
Mrs E Parkes 

Director of Comms & 
Marketing 

19/12/05/18 

GOVERNANCE 

 
19 

To receive and review the monthly report from the Chairman. 
Mr T Lake 

Chairman  
19/12/05/19 

20 
To invite questions from members of the public relating to 
items on today’s meeting agenda. 
Members will be invited to raise questions relating to items on 
the meeting agenda at the Chair’s discretion. 

Mr T Lake, 
Chairman 

Verbal 

In accordance with the Trust’s Standing Orders and Constitution, to resolve that representatives 
of the press and other members of the public be excluded from the remainder of the meeting, 
having regard to the confidential nature of the business to be transacted. 

 
Date of next meeting:   
 
- 6 February 2020, starting at 9.00am, Lecture Theatre  
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REPORT TO THE BOARD OF BARNSLEY HOSPITAL NHSFT 

MINUTES OF A MEETING OF THE 
BOARD OF DIRECTORS 

HELD ON THURSDAY 7 NOVEMBER 2019 at 9.00 AM  
IN THE EDUCATION CENTRE, BARNSLEY HOSPITAL NHSFT 

 
PRESENT: 
  
Mr T Lake Chairman, Chair 
Dr R Jenkins Chief Executive Officer 
Dr S Enright Medical Director 
Mr R Kirton Chief Delivery Officer & Deputy Chief Executive 
Mr C Thickett Director of Finance  
Mrs J Murphy  Director Nursing 
Mr S Ned Director of Workforce 
Mr N Mapstone Non- Executive Director 
Mr P Hudson Non- Executive Director 
Mr F Patton Non- Executive Director 
Mrs K Firth Non-Executive Director 
Mrs S Ellis Non-Executive Director 
 
IN ATTENDANCE: 
 
Mr T Davidson Director of ICT 
Ms E Parkes Director of Communications 
Ms M Saunders Director of Corporate Governance  
Miss L J Watson Executive PA to CEO/Chairman (minute taker) 
Mrs T Milligan Patient Experience and Improvement Manager – item 19/188 
Ms Molly Claydon  Admin Apprentice Patient Experience Support Officer – item 

19/188 
Kerry Bushell Lead Midwife, BHNFT – item 19/188 
Tracy Moore  Community Midwife – item 19/188 
Joanne Walton Maternity Support Worker, Midwifery – item 19/188 
Emma, Chris & Harriet Hames Service Users – item 19/188 
 
OBSERVERS: 
 
Mr T Conway Public Governor, Barnsley Constituency 
Mr T Dobell Public Governor, Barnsley Constituency 
Mr A Higgins Public Governor, Barnsley Constituency  
Mr M Roberston NHS Professionals  
Mr K Clifford  Public Observer  
 
19/185 APOLOGIES & WELCOME 

 
Mr Lake welcomed members and attendees to the Board of Directors meeting 
together with Governors and members of the public as observers. 
 
A particular welcome was extended to Ms M Saunders following her recent 
appointment as Director of Corporate Governance.   The board expressed their 
thanks to Mr Haynes, Interim Trust Secretary for his services to the Trust. 
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19/186 TO RECEIVE ANY DECLARATIONS OF INTEREST 
                                                      
The standing declarations of interest were received from Mrs Firth, Mr Patton and 
Mr Thickett in their roles as Directors of Barnsley Facilities Services Ltd. No 
declarations of interest were received in relation to items for discussion today. 

 

19/187 MINUTES OF THE LAST MEETING 
 
The minutes of the meeting held on 3 October 2019 were reviewed and accepted 
as an accurate record of events. 

 

19/188 ACTION LOG 
 
All outstanding actions from the previous meetings were reviewed with updates 
noted accordingly.                    

 

19/189 PATIENT/STAFF STORY 
 
Ms Bushell, Ms Moore and Ms Walton along with Emma, Chris and Harriet Hames 
were in attendance to present the patient story Implementing Better Births within 
the Trust.   Following  a national maternity review to provide safe and personalised 
maternity services and provide continuity of care during the maternity journey the 
Trust established the Emerald Team.  The team of seven experienced midwives 
was developed in March 2019 to support the Better Births initiative providing care 
from the first booking appointment through to delivery and discharge of mother and 
baby. 
 
Emma and Chris are first time parents who were extremely anxious regarding 
hospitals and medical procedures.  Emma stated that at every hospital 
appointment she attended she was seen and assessed by a different member of 
staff, however since the  Emerald Team were implemented, she was seen by the 
same member of staff at every visit, providing a personal service along with a 
friendly face.  This provided reassurance and continuity of care throughout the 
pregnancy, delivery and after care.  Emma opted for a home birth which the team 
accommodated however due to complications, a hospital birth was advised.  
Members of the team were on hand to provide assurance, eased anxiety and 
worries along with continued care and support for the new parents to be.  Emma 
confirmed nothing was too much trouble for the team, all requests were 
accommodated and the whole experience felt special, as the level of personal care 
was outstanding. Chris asked to be involved with the delivery which was facilitated. 
 
By December 2019 the Trust are hoping to have the Ruby Team in place within the 
Goldthorpe area along with Sapphire to commence March 2020.  The aim is to 
achieve 35% of women provided with continuity of care by March 2020. 
 
Following the patient story, it was asked if the team has any recordable data 
relating to the benefits of Better Births.  However, due to the service only going live 
in March 2019 local figures are not yet available.  It was noted that there is  the 
national framework dashboard available with detailed information.      
 
On behalf of the Board members, Mr Lake thanked the Midwifery Team and the 
Service Users for attending today sharing their experiences of the excellent 
midwifery service within Barnsley.  

 

19/190 CHAIRS LOG FOR THE QUALITY & GOVERNANCE COMMITTEE (Q&G) 
 
The Chair’s Log from the committee meeting held in October 2019 was received 
and reviewed.   Mr Hudson, Interim Chair, presented the report highlighting the 
following key points:- 
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• The Committee received an excellent presentation on  A Focus on Cancer 
Access, in particular, the redesign of a number of specialty pathways.   

• The new D1 discharge form went live on 14 October 2019 across all wards 
within the Trust – currently 87% of D1s are received via GPs within a 24 hour 
period of patient discharge.  

• Following the commissioning of the external review for C-diff, assurance was 
provided that all recommendations are being implemented.  A new cleaning 
product is also currently being trialled. 

• The Nutrition Policy was approved by the Committee following the 360  
Assurance report findings and recommendations, this will be presented in 
December 2019 for Board approval. 

• Performance in falls has shown an improvement in Quarter 2 (Q2) compared 
with Q1 & Q4, in total 194 inpatients falls were reported during Q2, 36 repeat 
falls however the change is not statistically significant. 

• Subject to further amendments, the Committee approved the Volunteer 
Strategy 2019 – 2020, this will be presented in December 2019 for Board 
approval. 

• The Nursing & Midwifery Safe Staffing report and NHSi Medical Staffing 
Safeguards report highlighted no concerns. 

• The Committee received a report explaining the current approach to the 
preparation of Quality Impact Assessments (QIAs) relating to the Cost 
Improvement Programmes (CIP).  The overall impact on quality of the CIP 
programme remains low risk for the Trust. 

 
In discussion Mrs Firth informed members an update regarding the new cleaning 
product had been provided at the Finance & Performance Committee.  Following 
the successful trial this has been implemented on two wards and is on track for 
Trust wide implementation by 1 December 2019.   Mrs Murphy also reported that 
following the approval of the business case for a Nutritional Nurse, which is also 
supported by an increase in the number of dieticians, the recruitment process will 
commence shortly.   
 
Mr Patton asked for further information regarding pressure ulcers and lapses in 
care.  Mrs Murphy confirmed further work has been undertaken including a review 
of assessment documentation to ensure processes are consistent within A&E and 
AMU. React to Red training will provide education and training  to support this 
process and also the repositioning of patients to ensure assessments and care 
plans are adhered to, hopefully these will show an improvement in patient care.  
 
Mr Lake suggested the presentation regarding the cancer pathway be provided to 
the Quality & Governance Sub-group for information purposes. Mr Kirton will make 
the necessary arrangements. 
 
The Policy for the Development of Trust Approved Documents (Policies, Clinical 
Guidelines and Procedures) was presented for approval.  Following discussion the 
policy was approved by Board members subject to minor changes and the 
inclusion of a two year review date to be included within policy.   
 
The Board received and noted the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BK 

19/191 CHAIRS LOG EXECUTIVE TEAM 
 
Dr Jenkins drew the following items to the attention of Board:- 
 
• Following an extension to Brexit preparations are paused until mid January 

2020. 
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• As purdah is now operational, communication by the Trust which could 
influence or be regarded as influencing the outcomes of the election must be 
awaited.   Advice will be circulated by the Communications Team to all teams 
who use social media as a way of representing the Trust providing information 
on communication activity during this time. 

• Barnsley Facilities Services are leading on the work for the Active Travel Plan 
- Health and Wellbeing of Staff and Residents.  A scoping meeting has been 
planned to take this  work forward and will be represented for approval at a 
later date.  

 
Dr Jenkins informed members that the Trust has been under immense operational 
pressures over the last few days due to the cold damp weather which has 
increased activity within the Trust. Teams have performed extremely well during 
this challenging period.   
 
The Board noted and received the verbal update.  

19/192 CELEBRATING OUR PEOPLE        
  
Mrs Parkes presented the report providing an update on the Brilliant Award 
winners as part of the reward and recognition process for celebrating the excellent 
work within the Trust.     
 
National Pathology Week is 4 – 10 November 2019 and preparations are in place 
promoting members of the Pathology Team along with the work done for the Trust. 
An “admin day celebration” is taking place on Friday 8 November 2019 to 
celebrate administrative and clerical staff within the Trust, the winner of the public 
brilliant award, Medical Secretary, will be announced during these celebrations. 
 
In response to a question raised by Mrs Ellis regarding staff turnover rates on 
Ward 31, it was agreed these would be reviewed after the meeting to consider 
whether there are any underlying issues. 
 
The Board noted and received the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
JM 

19/193 CHAIRS LOG FINANCE & PERFORMANCE COMMITTEE  (F&P) 
 
The Chair’s Log from the committee meeting held in October 2019 was received 
and reviewed.   Mr Patton presented the report highlighting the following key 
points:- 
 
• Month 6 half year position shows a deficit position of £1.055m, against a plan of 

£1.924m, £0.869m favourable to plan.  
• CIP programme is £0.077m adverse to plan. 
• Cash position reports £9.678m ahead of plan. 
• Capital expenditure at month 6 is £1.932m, £2.407m adverse to plan. 
• Forecast for year end ; the Trust will deliver on the £0.379m favourable 

variance however there are some financial risks which at this stage could have 
an impact on the financial outturn.  

• The Committee received an update on the use of Service Line Reporting.  
• 4 hour performance reported as 96.3% for the month of September. 
• Sickness shows an increase from August figures to 3.97%. 
• Mandatory training has decreased for the fourth consecutive month to 89.7% 

due to an influx of newly qualified nurses, training compliance has now 
increased with the latest figures 90.4% for the reporting period. 

• Appraisals reported as 93%. 
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• Staff survey is currently live until the end of November.  Due to the new mode of 
delivery compliance is currently reported at 56.8%, noting  figures have already 
exceeded the overall target of last year.   

• The Outpatient cancellation report was received and signed off by the 
Committee.  This outlined the reasons for clinic cancellations, reorganisation of 
clinics and rota cover for short notice cancellations. An action plan has been 
developed addressing all the issues, the results of which, when available, will 
be reported through the Finance & Performance Committee. 

• The Winter Plan for 2019/20 was received and discussed in detail.  Assurance 
was provided that a robust plan had been developed and was therefore signed 
off by the Committee.  

• An ICT update was received including Medway System C and ePMA.  Medway 
C is on track to be  delivered within the agreed timescale and the  recent 
challenges in relation to the Programme Manager were duly noted.  An action 
plan is in place and assurance was provided this will be resolved within the 
week. 

• The Pay Progression Policy was received and endorsed by the Committee, 
requiring Board approval as this is a new policy.  This will be presented to 
Private Board in December 2019 for approval. 

 
Mr Thickett provided an update regarding the Single Oversight Framework (SOF) 
issued by NHS Improvement.   Performance scoring is based on a scale 1 (being 
the best) to 4 against 5 metrics which are then averaged out to provide an overall 
figure.  The Trust has been measured against capital service, performance against 
income/expenditure and level of agency spend.  Currently year to date the trust 
has scored 4 for capital service, 4 for liquidity, 4 for income and expenditure 
margin  (projected a 2), 1 for income and expenditure distance from margin (ahead 
of plan) and 2 for agency spend .   Due to the complexity of the SOF, Mr Thickett 
agreed to discuss this in more detail outside the meeting if needed.  Mr Hudson 
asked if this could have a damaging effect on the Trust’s CQC rating. 
 
In discussion, it was agreed the Finance & Performance Committee to be 
renamed to Finance, Performance & Workforce Committee.   
 
In response to a question as to whether the Trust is in consultation with Barnsley 
Clinical Commissioning Group (CCG) regarding the level of overtrade, Mr Thickett 
assured regular meetings are held to discuss the forecast positions of both the 
Trust and CCG.  The Trust’s latest forecast is built into their position, further 
discussions will take place at the Mid Year Financial Review meeting which is 
planned for next week.  
 
Mr Davidson informed the Trust has received approval for funding of £1.5m to 
deliver ePMA (electronic prescribing and medicines administration) over the next 
few years.  The Trust will move onto an electronic solution which will have 
excellent benefits for patients.  The benefits of the ePMA to the patients and the 
Trust include safety and efficiency benefits, one of which is sending information 
from the bedside to pharmacy dispensing which has enormous time saving 
benefits for the patient. 
 
In relation to the staff turnover figures which show a slight increase, Mrs Moore 
wondered if this was due to the Trust not interviewing newly qualified staff nurses 
and queried whether this process was feeding into the increased turnover of band 
5 nurses.   Mrs Murphy confirmed it is more about ensuring through Preceptorship 
and on going employment via appraisals etc, that the Trust is enabling staff to be 
happy within their work place.  As well as 1:1 interviews, group interviews have 
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been arranged and also matrons are encouraged to participate in the interviews 
that are undertaken at university.  Mr Ned added no concerns were raised when 
completing the exit interviews and also informed stay discussions have recently 
been implemented, noting this is a new process.  
 
Due to the minor amendments agreed for the Pay Progression Policy at the F&P 
Committee, this will presented to Board for approval in December 2019. 
 
The Board received and noted the report which provides assurance of the positive 
financial position at the mid year review point. 

19/194 CHAIRS LOG AUDIT COMMITTEE 
 
The Chair’s Log from the committee meeting held in October 2019 was received 
and reviewed.  Mr Mapstone presented the report highlighting the following key 
points:- 
 
• The Committee suggested preparations for the ward accreditation programme 

work to commence as soon as possible.  It was suggested this could  report to 
Q&G as the committee will be leading on CQC.  

• The Committee reviewed the Board Assurance Framework (BAF) and 
Corporate Risk Register (CRR).  The view from the committee were that these 
were fit for purpose within the Trust however would benefit from revision in light 
of guidance from NHS Improvement.   Following discussion of the BAF/CRR it 
was agreed that a small working group would be arranged to discuss the next 
steps moving forward   This group will involve Mr Mapstone and Ms Saunders.  

• Recent conversations have taken place with the Trust’s External Auditors, 
Grant Thornton, following which a formal proposition has been received of a 
slight increase in fees. This was brought to the attention of the Board as there 
maybe potential risk implications if the auditor withdraws services to the Trust.   
Further feedback is awaited from the Trust’s engagement partners as to the 
decision. 

 
The Board noted and received the report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
MS/ 
NM 

19/195 INTEGRATED PERFORMANCE REPORT (Month 6) 
 
Mr Kirton presented the IPR for Month 6 with the following key items being 
highlighted:- 
 
Performance  
 
• The Trust has achieved the national standard in performance, the four hour 

target is reported as 96.3% despite activity being above planned. 
• Referral to treatment (RTT) remains incomplete at 93.5% for August 2019, with 

an expected compliance position in September 2019 due to improvements 
within specialities.  Concerns are seen within certain areas noting plans in place 
to rectify these issues. 

• Cancer targets improved to a compliant position for 2 week wait access due to 
improvements with breast symptomatic patients, 62 day standard was not met 
at 78.5% however final validation is awaited for September 2019 which is 
looking likely to recover.  38 day inter provider standard noted an improvement 
to 70.6% against the Trust’s standard of 85%. 

 
Quality  
 
• Three Serious Incidents (SIs) were noted to have been reported during the 
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month. 
• One death has been reported during the month of September 2019 which is 

currently under investigation. 
• 75 in-patient falls have been reported, 16 of which were repeat, noting an 

increase in figures for last month. 
• CQUIN target for falls has been achieved 83% for Quarter 2, the target for the 

Trust is 80%.   
• The Trust has received 26 new complaints for the month and is achieving 100% 

of responses within the time frame or agreed extended time frame. 
• Hospital Standardised Mortality Ratio (HSMR) rolling 12 month figures reported 

as 95.36, Dr Enright confirmed latest figures revealed earlier this week reported 
Summary Hospital-level Mortality Indicator (SHMI) at just over 100, a full report 
for mortality will be delivered to the December 2019 board.  

• The recently implemented action plan for C-diff is reported to be progressing 
well and monitored regularly.  Following a successful trial of a new cleaning 
solution, which is noted to be a safer product and offers a high level cleaning 
routine, a full Trust role out will commence once the product is available via the 
NHS Supply Chain. 

• Antibiotic audits are underway looking at antimicrobial prescribing within the 
Trust which is being actioned by pharmacists & microbiologists. 

  
People 
 
• A recent Occupational Health Internal Audit Report demonstrated positive 

survey results regarding the views of managers and how the service was 
regarded  which will be presented to the Audit Committee in December 2019.  
Findings have shown further work needs to be carried out for the referral of staff 
into Occupational Health to be performed in a more timely manner.  HR are  
working with Managers, Clinical Business Units etc to address these issues. 

• Latest figures for the flu vaccinations are 51% which is an extremely positive 
response in comparison to last years figures at the same time.  The target for 
the Trust is to achieve 80% compliance by the end of the reporting period, 
which is December 2019. The vaccination team will be in attendance at lunch 
time for Board members to have their flu jab. 

 
Dr Jenkins raised a query relating to the sepsis data which unfortunately has 
slightly dipped below the aspiration of 90% and queried the actions the Trust is 
required to take to address this.  Dr Enright confirmed last year sepsis screening 
and receiving antibiotics within the hour was part of the CQUIN however this was 
no longer a CQUIN target.  On further review,  in-patients receiving antibiotics 
within the hour is above 90%, however within Accident and Emergency the figures 
have slightly dipped, a mitigating factor is the additional activity within the 
department  within the last few months, adding extra pressures onto the 
department.  A range of actions have been implemented within AE noting the Trust 
are fairly confident that these figures will increase within the next few months. 
 
Following discussions regarding the forecast performance, it was agreed for the 
people responsible for the figures to review the forecast to ensure these are 
reflective for the Trust at year end.  
 
Mr Lake praised the fantastic performance which has been achieved within the  
Ambulance hand over.  
The Board noted and received the report.  

19/196 TRUST’S OBJECTIVES QUARTER 2  
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Mr Kirton provided a quarterly update on the progress against the Trust’s 
objectives which had been agreed in March 2019.   The report had been included 
for information noting overall the Trust has progressed with the objectives outlined 
under the strategic aims in equal balance.   Some challenges and risks were 
encountered and reassurance was provided that mitigation plans have been 
implemented  wherever possible which will be monitored throughout the year.  
Although the Trust did not meet the 95% target with a 93.4% end figure for Q2, the 
Trust was seen in a positive position nationally reporting in the top 10 in July, 
fourth in August and ranked number one in September 2019. 
 
Mrs Ellis raised a question relating to the cancer strategy in terms of the 
recruitment for a Programme Manager asking if is this a stand alone post for 
Barnsley or will this post be integrated within Cancer Alliance. The idea would be 
to recruit a more regional post as the Trust is working alongside Cancer Alliance 
however due to recent issues and changes within the Cancer Management Team, 
this structure has yet to be determined.  MacMillian are extremely supportive in 
terms of asking Trusts to put in place more patient responsive services and 
enabling organisations to think ahead in terms of future patient needs.  Work is 
already on going with partners which could be potentially coordinated. The recent 
cancer presentation shows the pathway changes in terms of the approach in more 
detail which, as previously mentioned, is to be presented at the forthcoming Q&G 
subgroup on 13 November 2019. 
 
The Board noted and received the report. 

19/197 TRUST CAPITAL PROGRAMME 2019/20 
 
Mr Thickett presented the 5 year capital plan providing an overview of the Trust’s 
process for the allocation of capital funds along with the latest 5 year capital 
requirements.  
 
Originally the capital programme for 19/20 totalled £9.3m, funded through internal 
cash sources and external public dividend capital (PDC) for Children’s Assessment 
Unit/Emergency Department (CAU/ED) and light-emitting Diode (LED) bid. 
Notification was received earlier in the year asking for the Trust to potentially 
reduce the capital spend for the year, causing a 2/3 month delay on the overall 
programme.  During this time the Trust was asked if any schemes could be slipped 
from this year into next, the two schemes above were identified which the Trust put 
forward as the proposal.  Following this a national announcement informing Trusts 
could revert to the original capital programme, however the Trust has  decided to 
work with £8.13m capital programme for the year.  
 
Month 6 shows a capital spend of £1.9m against a revised plan of £3.0m, an 
underspend against the capital programme of £1.1m,  Mr Thickett informed these 
figures will be slightly different to those within the IPR which is tracking against the 
original capital programme funding. 
 
Discussions have been held in Capital Monitoring Group which is confident spend 
will be back on track and assurance was provided the schemes within the 
programme will be delievered by the end of the year. 
 
The 5 year programme outlined years 1 – 3 within the programme are well defined 
and years 4 – 5 there is around £3m unallocated, the challenge is the level of 
investment the Trust requires over the period of time.  A high level piece of work 
has been carried out reviewing medical and surgical equipment,  IT and potential 
capital schemes over the period.  Mr Thickett confirmed work is currently on going 
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with the Executive Team to provide a detailed list of priority capital works required 
which will be presented through FPW and also Board if required. 
  
In addition work is on going to scope for external funding which has previously 
been secured for  GP streaming, ED/CAU, external funding for the LED lighting, 
ePMA along with on going discussions for funding to secure an  additional MRI/CT 
scanner.  The Trust has a wish list of schemes which has been broadly costed to 
align requirements with aspirations were funds to become available. 
   
Mr Mapstone queried if provision needs to be made for the Barnsley shared care 
record.  Mr Davidson confirmed a business case will be presented in due course 
where these decisions will be made.   
 
Mrs Moore added following the presentation on Better Births, is there a potential to 
increase the number of scans for women and although this is not detailed within 
the plan this maybe a future pressure the Trust will be required to explore. Mr 
Kirton added the ultrasound capacity is currently being reviewed within the 
community as there is a desire to move towards working in the community.  This is 
currently being explored within Barnsley and the Integrated Care System (ICS) 
with the hope of providing a more centralised and outward service for Barnsley 
patients. 
 
In response to a query as to whether there is any merit in the Trust sourcing  
alternative finance arrangements, Mr Thickett confirmed options are currently 
being explored internally, nationally and within the local authority.     
 
The Trust is required to evidence the needs of Barnsley have been analysed and 
Mr Lake suggested it maybe useful to plan a workshop in the New Year regarding 
the estates work.    
 
The Board noted and received the update.  This will be presented to Board on an 
annual basis. 

19/198  REPORT OF THE CHAIRMAN 
 
The Chairman’s report was received and noted which provided a brief summary of 
key meetings and events which have recently been attended on behalf of the 
Trust.  
 
An update was provided regarding the Governor Elections which closed on 4 
November 2019.  This is conducted independently by UK Engage who will be 
sending out notices to the successful nominees within the next few days.   
 
The presentation for the Long Service Awards ceremony was recently held within 
the Trust which recognised the contribution of service from staff ranging from 20 
years to 45 years.  The total numbers of years worked by staff receiving the 
awards was 4,105 years.   Mrs Parkes confirmed a section for the awards will be in 
the Shout out to Staff bulletin along with an article within Barnsley Chronicle 
related to admin day. 
 
Mr Lake had opened the Nursing and Midwifery Conference and confirmed he will 
be in attendance for the whole day next year.  
 
The Board noted and received the report. 

 

19/199 REPORT OF THE CHIEF EXECUTIVE  
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Dr Jenkins provided an overview of recent meetings and events that have recently 
been undertaken on behalf of the Trust which was noted and received by the 
Board. 
 
Also attached for information was the South Yorkshire and Bassetlaw Integrated 
Care System (ICS) report  from Andrew Cash, CEO.  In response to a question 
raised relating to the ICS key performance report for the July data of 62 days 
reported at 85%, Dr Jenkins confirmed this standard includes pathways that are 
wholly owned by the Trust but also includes patients who cross pathways.     

19/200 UPDATE ON BARNSLEY INTEGRATED CARE PARTNERSHIP 
 
Mr Kirton provided a verbal update in relation to the Barnsley Integrated Care 
Partnership.  A Primary Care Network event was held on 10 October  2019 
providing an update in terms of how the work is progressing during the first six 
months.  A meeting was held following the event linking directly with the primary 
care network  the main focus during the meeting being clarity around the role 
within Integrated Care. 
 
Mr Lake added following the recent Integrated Care Partnership Group there is a  
steer towards a more strategic alliance of partners around the table with  structures 
currently being developed.  Best practice templates are available within the 
network and Barnsley will now work on the best practice taking into account what 
works best for the Trust,  
 
The Board noted and received the update.  

 

19/201 INTELLEGENCE REPORT 
 
Mrs Parkes presented the monthly intelligence report drawing particular attention 
to the excellent positive feedback received from the NHS Choices.   The key 
highlight within the report being the General Election taking place which has been 
called by parliament  in December, during which time, Purdah will apply.   The 
Communications Team are currently working on the process of direct messaging 
every user of social media within the Trust detailing specific guidance for staff. 
 
In response to a query raised regarding GP IT Frameworks, Mr Davidson clarified 
only a small group of suppliers can deliver the core GP system solutions for patient 
records.   There are a number of suppliers who provide different elements to the 
framework, such as electronic consultation where risk awareness of  the workforce 
has been carried out.   
 
The Board noted and received the report.  

 

19/202 QUESTIONS FROM THE PUBLIC 
 
Mr Lake opened the meeting for questions from governors, observers and 
members of the public who in were in attendance today. 
 
Mr Higgins raised a question relating to the Governor elections asking if Purdah 
will have an impact.   Mrs Parkes confirmed the Trust needs to remain mindful as 
to the information being communicated during this time and does not believe this 
will have an effect.  However for assurance, Mrs Parkes agreed to check.  
 
In response  to a question as to whether the allocated funding for e-prescribing  
will facilitate generating the new D1s, Mr Davidson confirmed this is one of the 
benefits of the new package where information will automatically be added to the 
D1 discharge documentation. 

 
 
 
 
 
 
 
 
EP 
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Mr Higgins also commented on the £1.1m funding allocated for cancer diagnostic 
equipment commenting on the on going work at the moment with universities 
testing MRI machines for prostate cancer ie, is the Trust required to wait to find out 
if the trial proves to be successful, if yes, will training costs have been factored in.  
Dr Jenkins confirmed MRI scans are already in use within the Trust for the 
diagnosis of prostate cancer and regular software updates on equipment are 
performed.  Mr Kirton, Cancer Lead, also informed technology and techniques are 
moving at a rapid pace which could have real life changing benefits for patients 
and the treatment they receive.   The Trust is looking at a rapid diagnostic centre 
module within Barnsley noting there are number of under utilised buildings which 
could be used and discussions are on going with the CCG as to how to utilise 
these to the best potential.  
 
Mr Conway raised a query in relation to winter planning, asking if agency spend 
increases over the winter period.  Mrs Murphy confirmed during the winter period 
staff are escalated to cover the busy period with the need to have extra staff on 
shift by utilising bank and existing staff before going out to agency.   NHS 
Professionals have formed part of the winter plan with all additionally staffing 
recruited through NHSP.    

19/203 DATE AND TIME OF NEXT MEETING 
 
The next meeting of the Trust Board is scheduled for Thursday 5 December 2019, 
9.00 am to be held in the Lecture Theatre, BHNFT. 
 
In accordance with the Trust’s Constitution and Standing Orders, it was resolved 
that members of the public be excluded from the remainder of the meeting, having 
regard to the confidential nature of the business to be transacted. 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD:19/12/05/04 

SUBJECT: BOARD ACTION LOG – PUBLIC  

DATE: 5 DECEMBER 2019 Private & Confidential 

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Margaret Saunders, Director of Corporate Governance 
SPONSORED BY: Trevor Lake, Chairman 
PRESENTED BY: Trevor Lake, Chairman  
STRATEGIC CONTEXT  

To ensure that actions emerging from Board meetings are progressed and reported to Board in 
a timely manner. 
 
 

EXECUTIVE SUMMARY  

Current action log arising from Public Board meetings as attached. 

RECOMMENDATION  
The Board of Directors is asked to: 
a) note and approve reported progress and any verbal updates  and 
b) review any outstanding actions 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

Subject: Board Action Log Ref: BoD 19/12/05/04 
ACTIONS ON AGENDA: Table 1   
Minute 

ref 
Meeting 

date Item Action Owner Due date Done Date Progress report RAG 
status 

19/190 07.11.19 
Chairs Log – Quality 

and Governance 
Committee 

Mr Lake suggested the 
presentation on the cancer 
pathway to be shown at the 
Quality & Governance Sub-group 
for information purposes. Mr 
Kirton will make the necessary 
arrangements. 
 

BK 05.12.19 13.11.19 
Complete – presentation presented 

to the Quality and Governance 
Sub-group meeting 13.11.19 

Green 

19/192 07.11.19 Celebrating our 
people 

In response to a question raised 
by Mrs Ellis regarding staff 
turnover rates on Ward 31, it was 
agreed these would be reviewed 
after the meeting to ensure there 
are no underlying issues.  

 

JM 06.12.19 28.11.19 

No leadership issues. 
Staff turnover – no unusual 
patterns, however additional 

capacity utilised at night requires 
bank and agency and may cause 

some stress for colleagues. 
 

Green 

19/194 07.11.19 Chairs log – Audit 
Committee 

Following discussion of the 
BAF/CRR it was agreed that a 
small working group would be 
arranged to discuss the next 
steps moving forward   This 
group will involve Mr Mapstone 
and Ms Saunders.  
 

MS/NM 31.12.19  

Introductory meeting held 12 
November 2019 with MS/NM.  
Working Group meeting to be 

confirmed shortly 

Amber 

19/202 07.11.19 Questions from the 
public 

Mr Higgins raised a question 
relating to the Governor elections 
asking if Purdah will have an 
impact.   Mrs Parkes confirmed 
the Trust needs to remain mindful 
as to the information being 
communicated during this time 
and therefore does not seem to 
think this will have an effect.  
However for assurance, Mrs 
Parkes agreed to check.  
 

EP 06.12.19 28.11.19 
Completed.  The governor 

elections are within purdah due to 
timeframes. 

Green 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

 
ACTIONS COMPLETED & CLOSED SINCE LAST MEETING: Table 2 – N/A 
 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done Date Progress report RAG 
status 

19/170 03.10.19 Chairs Log Q&G 

Roll out of D1 discharge 
summary - schedule of key dates 
along with relevant stakeholders 
involved to be provided to Board 
members for information. 
 

SE 07.11.19 21.10.19 

New e-Form went live on 14 
October after just over a year of 
development, following a 
prolonged pilot on four medical 
wards.  The process was 
supported by Clinical Systems and 
has been successful.  As expected 
there have been some teething 
problems, but these have been 
rectified swiftly.  The process was 
signed off by IT, Pharmacy and the 
CCIO.  All clinical groups including 
nursing and medical have been 
fully engaged in the process.  We 
will continue to monitor roll out over 
the coming months. 

Green 

Cancer Pathway presentation to 
be presented to Q&G in October. 

KH/BK 
 

23.10.19 
 23.10.19 Complete Green 

   
Cancer Pathway presented to be 
circulated to Board members for 
info. 

 
BK 

 
07.11.19 24.10.19 Complete. Green 

19/172 03.10.19 Quarterly Medical 
Director Report 

Organogram to be circulated 
showing the changes within the 
Medical Directorate Team.  An 
interim position followed by a final 
version 

SE 07.11.19 21.10.19 Document circulated to Board 
members for information. Green 

   

Dr Enright has a full list of all 
bank/agency staff who are non 
compliant which is currently being 
worked on with Mr Ned on how to 
move this forward. Copy of this 
list and actions to be circulated 
outside of the meeting before the 
next board. 

SE 07.11.19  Complete Green 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/174 03.10.19 Chairs log F&P “hotspots” for training compliance 
to be reviewed. 

 
SN 

 
07.11.19 21.10.19 

SE update - Paper presented at ET 
on Medical Mandatory training.  
Task and finish group setup to 
work through changes and 
improvements. 
07.11.19 – Regular reviews taking 
place, is being monitored through 
Finance & Performance 
Committee.  Action Closed.  

Green 

19/175 03.10.19 IPR 

Mr Ned confirmed majority of 
people had been discussed under 
the Finance & Performance 
Chairs log however it was noted 
there was a data quality issue 
relating to the data within the 
sickness graph (pack page 119), 
and confirmation was given this 
will be rectified for next time. 
 

SN 07.11.19 31.10.19 Completed Green 

Following discussions regarding 
the capital risk for the NHS it was 
agreed an update on the capital 
programme would be presented 
to the November Board, following 
further discussions at the Board 
Development Session this 
afternoon.  

 

CT/KH 07.11.19 31.10.19  Green 

   

Report to reflect on the 
effectiveness of the winter plans 
to be presented at Board in 
March 2020. 

BK March 2020 07.11.19 

Noted – placed on forward plan. 
77.11.19 – Winter plan is detailed 
within F&P Chairs log.  Will be 
reviewed within F&P. 

Green 

19/176 03.10.19 Trust’s preparations 
for dealing EU Exit 

Process to be reviewed to see if 
the Trust can do anymore to 
provide assurance to staff 

SN 07.11.19 07.11.19 Complete Green 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/161 05.09.19 
Barnsley Integrated 

Care Partnership 
Group 

Mr Lake to circulate information 
to Board Members following a 
recent meeting of the ICPG. 

TL October 19 7.11.19 

Update to be provided following the 
ICPG Meeting on 26.09.19. 
03.10.19 - Mr Lake will provide an 
update upon approval of the 
Integrated Care Partnership Group 
minutes have been approved.  
Unfortunately the meeting clashes 
with an ICS meeting on an 
alternate basis and therefore the 
dates of the ICPG will be 
rearranged.   These will be 
circulated once agreed. 
7.11.19 – Mr Lake confirmed the 
ICPG groups will remain as already 
planned, it was noted ICS 
meetings dates have changed for 
next year. 

Green 

19/155 05.09.19 Quarterly report on 
the Trust’s Objectives 

Following discussion Mrs Murphy 
agreed to amend the objective 
relating to Medical Devices 
regarding the incidents of 
pressure ulcers resulting from a 
medical device. 
 

JM October 19 7.11.19 

03.10.19 - Mrs Murphy confirmed 
the targets set  for this year have 
been relooked at and the Trust will 
continue to monitor in the usual 
way in order to provide an 
understanding of the picture and 
be able to set trajectories for next 
year around the improvement work 
to undertaken.  This will be 
monitored on a monthly basis in 
order to provide a realistic target 
for next year.  This was approved 
by board members. 
7.11.19 – Complete, action closed. 

Green 

 
ROLLING TRACKER OF OUTSTANDING ACTIONS: Table 3  red = overdue 
Minute 

ref 
Meeting 

date Item Action Owner Due date Done Date Progress report RAG 
status 

19/177 03.10.19 EPRR Core Standards Update to be presented at the 
December Board. BK 05.12.19  To be presented at December 

Board Amber 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

19/150 05.09.19 Annual Health and 
Safety Report 2018/19 

Dr Jenkins agreed to ensure that 
a thematic deep dive of the 
incidents of violence and abusive 
behaviour towards staff 
colleagues was undertaken with 
a view to ensuring that the Trust 
is taking all the necessary steps 
that it can. The outcome of this 
review would be reported to the 
Board in due course once 
completed. 

RJ December 19  

25.-9.19 Scope of review to be 
determined and identification of 
external reviewer to be sought. 
03.10.19 - Thematic deep dive in 
incidents of violence and 
aggression will undertaken by 
external reviewers, it is anticipated 
that this work will be completed by 
the end of the calendar year. Upon 
completion this will be presented at 
the Q & G Committee for process 
management prior to presentation 
at Board. 
7.11.19 – Paper to be presented at 
Board in December. 
29.11.19 – Internal work has 
commenced.  Update to be 
provided February 2020. 

Amber 
 

19/110 06.06.19 
Annual report on 

safeguarding children 
and adults 

Further discussions to discussion 
the action plan for the WRAP 
Level 3 

JM July 2019 5.12.19 

Email circulated to CBU leads – on 
going. 
04.07.19 – Mrs Bielby confirmed 
work is on going with CBU Leads. 
03.10.19 - Progress has been 
made for the Safe Guarding WRAP 
Level 3 training for which Mrs 
Murphy will provide an update at 
the November Board meeting. 
7.11.19 – Mrs Murphy will provide 
an update at the Board meeting in 
December. 
 

Amber 
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Key to RAG status 
Red Action overdue or no update provided 
Amber Update Provided but action not complete 
Green Update provided and action complete 
 

Abbreviations/acronyms:  
• ACS – Accountable Care System 
• BAF – Board Assurance Framework 
• CCG – Clinical Commissioning Group  
• CQC – Care Quality Commissioning Group 
• CIP – Cost Improvement Programme 
• Comms – Communications 
• CRR – Corporate Risk Register 
• Dir – Director 
• EqIA – Equality Impact Assessment  
• ET – Executive Team 
• F&P – Finance & Performance Committee 
• FPSG – Finance & Performance Sub-Group (Governors) 
• ICT – Information & Communications Technology 
• IPR – Integrated Performance Report 
• Q&G – Quality & Governance Committee 
• QGSG – Quality & Governance Sub-Group (Governors) 
• VTE – Venous Thromboembolism 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/12/05/06 

SUBJECT: QUALITY AND GOVERNANCE ASSURANCE REPORT 

DATE: 5 December 2019  

PURPOSE: 
 Tick as 

applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Margaret Saunders, Director of Corporate Governance 
SPONSORED BY: Ros Moore, Non Executive Director/Committee Chair 
PRESENTED BY: Ros Moore, Non Executive Director/Committee Chair 
STRATEGIC CONTEXT 

The Quality & Governance Committee (Q&G) is one of the Committees of the Board. Its purpose is to 
provide detailed scrutiny of quality and safety across the Trust in order to provide assurance and raise 
concerns to the Board of Directors and make recommendations regarding quality and safety matters 
to the Board of Directors. 

EXECUTIVE SUMMARY 

This report provides information to assist the Board in obtaining assurance regarding the quality of 
care and rigour of governance. From the Q&G Committee Meeting on the 27 November 2019, the 
following issues were addressed and flagged for assurance: 

• Reports from Subcomittes including the Quarter Learning from Experience Report  
• Approval of the Mental Health Strategy (with some suggested amendments) to Board 
• Update on the Paediatric Unit 
• Mortality Report 
• NHS Friends and Family Test 
• Nursing and Medical Staffing Reports 
• Flu Campaign Update 
• Assurance Report on 7 Day Services 
• Guardian of Safe Working Update 
• Approval of the Trans-Equality Policy 
 
These items have been reviewed to provide assurance to the Trust Board. For the purpose of 
assurance, the Chair’s Log below sets out the range of issues reviewed and assurance provided. 
There is nothing specifically that the Committee wishes to escalate to the Board which the Board is 
not already aware of. 
 
RECOMMENDATION(S) 

The Board is asked to receive and review the attached Log. 
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Subject: QUALITY AND GOVERNANCE ASSURANCE REPORT Ref: BoD: 19/12/05/06 
 
CHAIR’S LOG: Chair’s Key Issues and Assurance Model  
 
Committee / Group:  Quality and Governance Committee (Q&G) Date: 27 November 2019  Chair: Ros Moore 

 

Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

1.  Mental Health 
Strategy 

 
Received by  Committee with minor amendments recommended for 
approval to Board on 5 December 2019 

Board of Directors  For recommendation 

2.  Paediatric 
Update 

Comprehensive presented providing assurance to Committee of progress 
made. Board of Directors For assurance 

3.  Mortality Report 

Mortality Report received from Clinical Effectiveness Group.  Areas of 
focus identified as respiratory and sepsis. The Committee was assured by 
the downward HSMR trend in Respiratory Medicine (which includes the 
Respiratory Failure/Arrest diagnosis group) from 158 in April to 89 in 
the reporting period and the position remains within the lower limits of the 
statistically set parameters. However scrutiny continues. 
 
An increasing trend in the Sepsis HSMR was identified and investigated 
using elevated HSMR methodology.  Actions are in place to address and 
provided assurance to the Committee. It was noted the peer position is 
more favourable nationally and regionally sepsis still continues to be an 
issue. Regionally there are four other Trusts with Sepsis HSMR’s > than 
113. 

Board of Directors For assurance 

4.  NHS Friends 
and Family Test 

NHS England has undertaken a national review of the friends and family 
test during 2018/19. The final guidance was released in September with 
the expectation that the new requirements are in place by 1 April 2020.  A 
paper will be presented to the Patient Experience Group and Executive 
Teams to discuss the options for implementation. 

Board of Directors For assurance 

5.  Flu Campaign 
Update 

At 22 November 2019 62% of clinical staff have received the flu 
vaccination achieving the lowest CQUIN target of 60%. The aim is to 
achieive the 80% target to obtain full CQUIN.  Board to note the 
completed self assessment checklist, Appendix 1, required for publication 
by the NHS England/NHS Improvement letter (NHSE/I) of 16 September 
2019.  It was agreed to repeat the vaccination awareness campaign to 

Board of Directors For assurance 
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Ref Agenda Item Issue and Lead Officer 
Receiving Body, 

i.e. Board or 
Committee 

Recommendation / Assurance/ 
mandate to receiving body 

encourage update prior to the deadline of 31 December 2019 and report 
again to Committee in February 2020. 

6.  7 Day Hospital 
Services 

It was noted The Trust is required to submit a self assessment to NHSE/I 
describing performance against the standards.  This must be assured by 
Trust Board for submission by Friday 29 November 2019. The Trust is 
compliant overall against three out of the four priority clinical standards - 
CS5, 6 and 8.  The hospital is not compliant against CS2 (14 hour 
Consultant review), which is reflected regionally and nationally, where less 
than 50% of Trusts meet this standard.  An Action Plan has been 
developed following a recent audit with a follow-up audit to take place in 
the spring of 2020. On behalf of the Board the Committee was assured of 
the content of the self assessment. 

Board of Directors For assurance 

7.  Guardian of Safe 
Working 

The Committee was assured by the report. Most reports to the GSW 
were situational and quickly resolved with no consistent themes  Board of Directors For assurance 

8.  
Approval of the 
Trans-Equality 
Policy 

The Trans-Equality Policy was recommended for submission to the 
Finance, Performance and Workforce (FPW) Committee in 
December 2019 for consideration prior to seeking approval by Trust 
Board in February 2020. 

Board of Directors For assurance 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 19/12/05/06i 
SUBJECT:   NUTRITION POLICY (2019 UPDATE) 
DATE:          5 DECEMBER 2019 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable 
For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Helen Doyle, Dietetic Manager 
SPONSORED BY: Jackie Murphy, Director of Nursing & Quality 
PRESENTED BY: Jackie Murphy, Director of Nursing & Quality 
STRATEGIC  CONTEXT 

This updated Nutrition Policy links into the Trust Strategy and aims to meet our goal of patients 
experiencing outstanding care. This policy meets the NHS Long Term Plan of improving quality 
and outcomes, in terms of nutritional care for our patients here at BHNFT. It addresses and 
mitigates the risks that were identified in the December 2018 360 Assurance Report on Nutrition 
& Hydration here at BHNFT as well as incorporating any outstanding actions from the 2019 NHS 
Improvement Nutrition Collaborative work stream alongside having an updated clinical evidence 
base. 
 
EXECUTIVE SUMMARY 

This is an update of the existing BHNFT Nutrition Policy. It includes an updated evidence base, 
Including NICE Guidance recommendations for Nutrition Support in Adults. It also cites and 
makes reference to new locally produced documents relating to nutrition and hydration here at 
BHNFT such as updated Standard Operating Procedures (SOPs) and new local relevant clinical 
guidelines and International standards, including the new International Dysphagia Diet 
Standardisation Initiative (IDDSI) standards for modified texture food and drinks. 
 
The updated Policy has been expanded to be more specific about the roles of various staff 
groups, with regards to their responsibilities regarding nutrition and hydration and their relevant 
training requirements. The updated policy also introduces the 2019 BHNFT Nutritional 
Governance structure, updated referral forms for Parenteral Nutrition and the nutrition Team and 
Malnutrition Universal Screening Tool (MUST) Nutritional Management Plans to name a few.  
   
RECOMMENDATION(S) 

 
That the 2019 updated Nutritional Policy is approved and accepted by Board. 
 
 

Pack page 24



Page 1 of 42 
 

 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Nutrition Policy 
 
 
September  2019 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
  

  

Pack page 25



Page 2 of 42 
 

Trust Policy 
Clinical Business Unit 3 Nutrition and Dietetics Department 

Nutrition policy 
 

Document Control 
 

Author / Contact Department of Nutrition and Dietetics 

Document Ref  

Document Impact 
Assessment 

Yes Date: 29/8/19 

Version V3 

Status   Awaiting approval 

Publication date June 2013 V1                   
 
June 2015 V2 

 
November  2017 V3 
 
September 2019 V4 
 

Review date June 2019 

Approval 
Recommended by 

Nutritional Operational Group Date: 8th October 2019 

Approved By 

( Executive) 

Board of Directors Date: TBC 

Distribution Barnsley Hospital NHS Trust-intranet 
 
Please note that the Intranet version of this document is the only 
version that is maintained. 

 
Any printed copies must therefore be viewed as “uncontrolled” and 
as such, may not necessarily contain the latest updates and 
amendments 

 
  

  

Pack page 26



Page 3 of 42 
 

Table of Contents 
 

1.0 Introduction Page 5 

2.0 Objective Page 5 

3.0 Scope of the Policy Page 6 

4.0 Policy Page 6 

 4.1 Nutritional Screening Page 6 

 4.2 Weighing Patients Page 7 

 4.3 Nutrition Team Page 7 

 4.4 Nutritional Governance Structure: Nutritional Operational & 
Strategic Groups 
 

Page 8 

 4.5 Promoting Hydration Page 8 

 4.6 The Red Tray Pathway Page 8 

 4.7 Dietetic Assessment Page 9 

 4.8 Nutrition Support Page 9 

 4.8.1 Routes of Nutrition Support Page 9 

 4.9 Protected Mealtimes Page 9 

 4.10 Ethical Considerations Page 10 

 4.10.1 Ethical Considerations of Nutrition Support Page 10 

 4.10.2 Dealing with Food Refusal Page 11 

 4.10.3 Addressing Nutritional Status of Patients Who Lack Mental 
Capacity 

Page 11 

 4.10.4 Addressing Nutritional Status in End of Life Care Page 11 

 4.11 Discharge of Patients Requiring Nutrition Support Page 12 

 4.12 Fasting Patients Page 12 

 4.13 Catering Provision Page 12 

 4.14 Care and Management of Enteral Feeding Tubes Page 12 

 4.15 Nutrition Training and Compliance  Page 13 

 4.16 Paediatrics Page 14 

5.0 Roles and Responsibilities Page 15 

 5.1 Author Page 15 

 5.2 Director of Nursing and Quality Page 15 

Pack page 27



Page 4 of 42 
 

 5.3 Assistant Directors of Nursing/Assistant Directors of 
Operations/Heads of Department and Clinical Directors 

Page 15 

 5.4 Trust Nutritional Operational Group Page 16 

 5.5 Trust Nutritional Steering Group Page 16 

 5.6 Matrons and Lead Nurses Page 16 

 5.7 Registered Nursing Staff Page 16 

 5.8 Dietitians Page 17 

 5.9 Catering Page 17 

 5.10 Speech and Language Therapists Page 18 

 5.11 Pharmacists Page 18 

 5.12 Medical Staff Page 19 

 5.13 All Trust Staff Page 19 

6.0 Associated Documentation and References Page 19 

7.0 Training and Resources Page 20 

8.0 Monitoring and Audit Page 20 

9.0 Equality and Diversity Page 22 

 9.1 Recording and Monitoring of Equality and Diversity Page 22 

Appendix 1 Equality Impact Analysis Page 24 

Appendix 2 Glossary of Terms Used Within Policy Page 34 

Appendix 3 MUST Nutritional Management Plans Page 35 

Appendix 4 Nutrition Team Referral Form Page 36 

Appendix 5 Paediatric Links and References Page 37 

Appendix 6 Nutritional Governance Structure 
 

Page 39 

Appendix 7  IDDSI Framework Description Page 40 

Appendix 8 Document History/Version Control Page 42 

Pack page 28



Page 5 of 42 
 

1.0      Introduction 
 
Malnutrition in all its forms, includes under nutrition (wasting, stunting, underweight), 
inadequate vitamins or minerals, overweight, obesity, and resulting diet-related non 
communicable diseases. The developmental, economic, social, and medical impacts of 
the global burden of malnutrition are serious and lasting, for individuals and their 
families, for communities and for countries. (World Health Organisation, 2018). 
 
Good nutrition is fundamental to an individual’s clinical well-being (National Institute 
for Clinical Excellence (NICE) 2017). Providing patients with optimal nutritional care 
is an integral part of their treatment. Provision of appropriate food and fluids to 
meet their needs is essential to maximise individual health outcomes. 

 
Over the last decade, there has been increasing concern over the high incidence 
of malnutrition, in particular under nutrition in the hospital population. The number of 
patients admitted to hospital who are classed as malnourished is approximately 
30% (British Association for Parenteral and Enteral Nutrition (BAPEN) 2015). As such 
there is a growing interest in improving the overall nutritional experience for the 
patient, together with delivery of appropriate nutritional care to improve nutritional 
outcomes. In some instances the provision of nutrition support is necessary to 
improve or maintain an appropriate total nutritional intake. This includes provision of 
energy, protein, fluid and micronutrients to meet an individual patients needs (NICE 
2017). Malnutrition has significant clinical and financial implications (BAPEN 2015). It 
complicates illness, delays recovery, prolongs hospitalisation and increases the need 
for high-dependency care. 

 
Hospitals have a responsibility for ensuring that appropriate systems and processes 
are in place to both identify and manage patients who are identified as being at 
risk of malnutrition. The hospital is also responsible for ensuring that all patients have 
access to food and hydration appropriate to their needs, which involves delivering 
food in an appetising manner, at the correct temperature and of an appropriate 
consistency for the individual concerned (Department of Health (DOH) 2014). 

 
2.1 Objective 

 
The purpose of this policy is to help all Trust practitioners working with patients 
to understand the processes involved in optimising the nutritional status of patients 
during their hospital stay. It is designed to aid understanding of the steps involved in 
providing the best nutritional care for patients. 

 
Addressing poor nutritional care of patients is highlighted as a priority in several 
key documents and the Trust is committed to ensuring that all the recommended 
standards and guidance are addressed. The following documents provide the 
framework within which the Trust is working to improve the nutritional care of its 
patients. 

 
• 10 key characteristics of good nutritional care in hospitals. Council of 

Europe Resolution on Food and Nutritional Care in Hospitals 
(2007) https://www.england.nhs.uk/commissioning/nut-hyd/10-key-
characteristics.  

• Care Quality Commission (CQC):  Outcome 5 Nutrition (2014) Care 
Quality Commission Regulation 14: Meeting nutritional and hydration needs 
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(2014) https://www.cqc.org.uk/guidance-providers/regulations-
enforcement/regulation-14-meeting-nutritional-hydration-needs.  

• DOH. The hospital food standards panel’s report on standards for food and 
drink in NHS hospitals 
(2017) https://www.gov.uk/government/publications/establishing-food-standards-
for-nhs-hospitals.  

• Essence of Care: Nutrition Benchmark 
(2010) https://assets.publishing.service.gov.uk/government/uploads/system/uploa
ds/attachment_data/file/216696/dh_125313.pdf.  

• Patient Led Assessment of Care Environment (PLACE) (2019). 
Assessments relate to provision of safe and appropriate food and drink for 
patients. https://digital.nhs.uk/data-and-information/areas-of-interest/estates-and-
facilities/patient-led-assessments-of-the-care-environment-place.  

• Public Health England (PHE). The Eat well Guide: Helping you eat a 
healthy, balanced diet 
(2016) https://assets.publishing.service.gov.uk/government/uploads/system/uplo
ads/attachment_data/file/528193/Eatwell_guide_colour.pdf.  

• NICE Guidance on Nutrition Support in adults: oral nutrition support, enteral 
tube feeding and parenteral nutrition 
(2017) https://www.nice.org.uk/Guidance/CG32.  

• NICE Quality standard 24: Quality standard for nutrition support in adults 
(2014) https://www.nice.org.uk/sharedlearning/auditing-nice-quality-standard-24-
on-nutrition.  

• The British Dietetic Association (BDA). The Nutrition and Hydration Digest 
(2019) https://www.bda.uk.com/publications/professional/NutritionHydrationDiges
t.pdf.  

• The BDA. The Nutrition and Hydration Digest Compliance Checklist 
(2014). https://www.bda.uk.com/publications/professional/nutrition_hydration_co
mpliance_checklist.  

• See Appendix five for links to documents relating to paediatric nutrition 
 

3.0      Scope of the Policy 
 
This policy applies to all practice, policies, protocols and procedures relating to 
promoting nutrition which are produced and used within the Trust. 
 
4.0      Policy 
 
The following discusses the approaches which the Trust has in place to help achieve the 
above objectives. None of the following are exclusive and more than one approach may 
be needed to maximise an individual’s nutritional status. 
 

4.1. Nutritional Screening 
 

NICE Guideline No. 32 (Nutrition Support in Adults, 2017) recommends that all patients 
on admission and all outpatients at their first clinic appointment should be screened for 
malnutrition. For inpatients, screening should be repeated weekly or when a patients 
clinical condition changes, and when there is a clinical concern for outpatients. The Trust 
has adopted the Malnutrition Universal Screening Tool (MUST) from BAPEN and the 
recommended management guidelines have been adapted for all inpatients within out 
Trust. All patients (except children) should be screened within 24 hours of admission to 
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a ward area (and/ or upon transfer to a new ward area). Patients are categorised as low, 
medium or high risk of malnutrition. This triggers an action plan/referral to a Dietitian 
according to nutritional risk. 
 
Nutritional screening is the first step in identifying patients who may be at nutritional risk 
and may benefit from appropriate nutritional interventions. The MUST assessment form 
is completed on VitalPac by appropriately trained healthcare professionals. The results 
of this screening generate a daily automated list of patients who have been screened as 
high risk of malnutrition to the Dietetic department. Patients who are screened as low or 
medium risk of malnutrition should be treated with the appropriate management plans. 
 
Currently patients are not screened using the MUST in outpatient settings across 
BHNFT. The decision was made to opt out of nutritional screening in outpatients 
following the 2017 review of this policy. Senior approval was sought due to the feasibility 
of responding to increased levels of referrals to the Dietetic team and increased strain 
on general practitioner time which would occur.  This is due to be reviewed by BHNFT in 
2020, with an audit and trial planned of commencing MUST screening in some high risk 
out-patient areas. This will require close collaboration between BHNFT, community 
dietetic services and the Barnsley Clinical Commissioning Group to meet NICE 
guidelines for Nutrition Support in Adults (2017) as a healthcare community across 
Barnsley. 

 
See Appendix 3 for MUST nutrition management plans.  
See VitalPac for MUST assessment form. 
 

4.2. Weighing Patients 
 
As part of effective nutritional screening the Trust requires all patients to be weighed 
on admission to hospital and weekly thereafter. This enables the monitoring of 
nutritional status and the effectiveness of nutritional care plans. For pharmacological 
purposes an accurate weight is also required to ensure correct drug dosages can 
be calculated. In certain situations patients may require weighing more than once a 
week and this will be documented in appropriate care plans and medical notes as 
necessary. Where a patient is unable to be weighed the reasons for this must be 
clearly documented, and ensure that this is escalated to the nurse in charge of the 
ward/department. 

 
4.3. Nutrition  Team 

 
The Nutrition Team is a multi-professional team based at Barnsley Hospital. The team 
is comprised of a Consultant Gastroenterologist, Dietitians, Pharmacists, Specialist 
Peripherally Inserted Central Cannula (PICC) Nurse and wider members of the 
multidisciplinary team (MDT) as appropriate. It aims to bring together nutritional 
experts from the MDT and co-ordinate the contributions of each of these specialties 
into coherent nutritional support. A key role of the team is the assessing and 
treating of individuals who require complex artificial nutritional support, especially 
parenteral nutrition and longer term or complex enteral feeding. Nutritional 
interventions will always be discussed alongside the wider MDT including the 
patients and their relatives/carers. Nutrition Team ward rounds occur on Monday, 
Wednesday and Friday mornings. Any patient can be referred for assessment by 
the Nutrition team if they are deemed to require complex nutritional support. 
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See Nutrition Team referral form (2014) Appendix 4. 
 
4.4. Nutritional Governance Structure: Nutritional Operational & Strategic Groups 

 
The Trust Nutritional Operational Group brings together senior managers and 
clinicians from many disciplines including nursing, catering, dietetics, speech and 
language therapy, pharmacy, medicine & surgery. This group reports into the 
Nutritional Steering Committee. The Nutritional Operational groups’ role is to work 
as a collaborative MDT to oversee and advise the Trust on all aspects of nutrition, 
including screening and assessment, ward based nutritional care, catering and 
food, supplements, enteral and parenteral nutrition for all patients within the Trust. 
The group meets every two months to discuss any issues, policy or evidence 
updates and developments in hospital nutrition. The Nutritional Strategic Group meets 
quarterly and provides assurance to the board that National standards for nutrition are 
being met and that all policies, procedures and Standard Operating Procedures (SOPs) 
regarding nutrition and hydration are being adhered to and updated across the whole 
trust. It will oversee projects such as the IDDSI (International Dysphagia Diet 
Standardisation Initiative) and Enfit roll out plans across the trust and reports directly up 
to and is answerable through the Patient Safety and Harm Group committee through to 
Trust board level 
 
See Nutritional Governance Structure Appendix 6. 
See IDDSI Framework Description Appendix 7. 

 
4.5. Promoting Hydration 

 
Hydration of the patient is an important element of care and the Trust is committed 
to ensuring that where appropriate, patients are encouraged to take a range of 
fluids throughout the day. Intake is documented on a fluid balance chart where 
appropriate. A ‘Red Jug Pathway’ has been implemented Trust wide to highlight and 
encourage fluid intake in patients who need close monitoring of their fluid intake 
and/or those at risk of dehydration. It is recommended a minimum of seven 
beverages are offered throughout the day to each patient (BDA Nutrition and 
Hydration Digest Key Recommendations 
2019) https://www.bda.uk.com/publications/professional/NutritionHydrationDigest.pdf.  

 
See Trust Red Jug Pathway/SOP (2019) 
 

4.6. The Red Tray Pathway 
 
The Red Tray Pathway aims to highlight and support the nutritional needs of 
patients who may be having difficulty eating enough food whilst in hospital. This could 
be due to a number of things, such as; a change in surroundings, change in 
routine, unfamiliar food, difficulty with dexterity or a poor appetite/ intake due to 
illness. Being unwell can adversely affect appetite and the ability to eat. 

 
All meals are served by the catering department on red trays, this allows for the 
easy identification of patients who require extra assistance and/or time to maintain 
their nutritional and hydration requirements. All patients on the red tray pathway 
will be 
commenced on a food diary for at least three days; this allows allow Dietitians to 
undertake an informed nutritional assessment of current dietary intake. 
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See Trust Red Tray Pathway/SOP (2019) 
 
4.7 Dietetic Assessment 

 
Following nutritional screening via the MUST tool a detailed, individual, and in-depth 
evaluation of a patient’s nutritional status is carried out by a Dietitian. The 
assessment process allows more specific dietary care plans to be developed by the 
Dietitian for the individual patient. 

 
4.8. Nutrition Support 

 
Some patients need additional nutritional support to help meet their nutritional 
requirements. As per NICE guidelines (2017) nutrition support should be considered 
in people who are malnourished, as defined by any of the following: 
 

• a Body Mass Index (BMI) of less than 18.5 kg/m2
 

• unintentional weight loss greater than 10% within the last 3–6 months 
• a BMI of less than 20 kg/m2 and unintentional weight loss greater than 5% 

within the last 3–6 months. 
 
Nutrition support should also be considered in people at risk of malnutrition, which 
can be defined as those who have: 
 

• eaten little or nothing for more than 5 days and/or are likely to eat little or 
nothing for 5 days or longer 

• a poor absorptive capacity and/or high nutrient losses and/or increased 
nutritional needs from causes such as catabolism. 

 
4.8.1 Routes of Nutrition Support 

 
Nutrition support can be provided in the following forms: 
 
i. Food fortification/food enrichment 
ii. Use of snacks and /or Oral Nutritional Supplements (ONS). Dietitians can advise on 
a wide range of supplements depending on clinical need. The Dietitian can request 
the advised supplement on the drugs chart for administration by nursing staff. 
iii. Enteral tube feeding (Nasogastric (NG)/ Nasojejunal (NJ) / Percutaneous 
Endoscopic Gastrostomy (PEG)). Please see NG policy and guidelines for further 
information. 
iv. Parenteral nutrition (PN). 

 
The above methods of feeding are not exclusive and more than one approach may 
be needed. Some patients will have problems swallowing and they must be referred 
to the appropriately trained professional e.g. Speech and Language Therapist. The 
correct textures for food and fluid can then be prescribed for that patient and 
appropriate arrangements made to ensure the patient’s nutritional requirements are 
met. Wherever possible the aim is to re-establish the patient back onto a normal oral 
diet. 

 
4.9. Protected Meal Times 

 
The therapeutic role of food within the healing process cannot be underestimated 
and food and the service of food are an essential part of a patient’s treatment during 
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their hospital stay. 
 
Nationally the concept of ‘protected mealtimes’ has been developed to improve the 
patient’s experience around mealtimes and the Trust has developed its own Standard 
Operating Procedure (SOP), which is in operation across all adult wards within the 
Trust to promote this initiative. 

 
The aim of protected mealtimes is to promote good nutrition for all patients 
though compliance to protected meal times on the wards within the Trust. During meal 
times all non- urgent clinical activity stops so that patients can eat without being 
interrupted. This also allows staff to focus on serving meals and offering assistance 
when required. This aims to provide a calm and peaceful environment on the ward, 
conducive to the enjoyment of eating. Hopefully this will allow people to eat and drink 
more and consequently improve their nutritional intake. 

 
Visitors to ward areas around protected mealtimes are welcomed to stay where 
they can aid the patient in their eating and drinking. Patients who, due to their 
physical or mental impairment experience difficulty eating, will be offered 
assistance from ward staff with their eating and drinking as per The Red Tray Pathway.  
 
It is the responsibility of ward staff to ensure that patients in their care are prepared for 
mealtimes. This includes; ensuring toileting needs are addressed prior to mealtimes, 
hands are washed/cleaned prior to eating, the patient is awake and sat up in bed/out in 
a chair as appropriate. Ward staff should then assist with feeding as appropriate and 
ensure that the ward area is conducive to enjoying mealtimes to promote good nutrition 
and hydration. 
 
Compliance with the protected mealtime’s initiative will be monitored as part of routine 
‘perfect ward’ audits taking part across the Trust. Adherence with policy will also be 
monitored closely by the Dietetic Team. It is the responsibility of all Trust staff working in 
ward areas to respect and adhere to the Protected Mealtimes Policy. 

 
  See Trust Protected Meal Time Pathway/SOP (2019)  
See Trust Red Tray Pathway/SOP (2019) 
See Trust Red Jug Pathway/SOP (2019) 

 
4.10. Ethical Considerations 

 
4.10.1. Ethical Considerations of Nutrition Support 

 
Care of all patients entails the basic duty of providing adequate and appropriate 
food and nutrients. As long as the patient can safely swallow, and expresses a 
desire or willingness to drink or eat, fluid and nutrients should be given, provided that 
there is no medical contraindication. 

 
If the aim is to maintain an adequate nutritional intake, the ethical duty is to provide, 
with the patients consent, appropriate measures to achieve this aim. A patient who 
is unable to consume or absorb adequate fluid or nutrients, despite all measures to 
increase oral intake, should be considered where appropriate for enteral tube feeding. 
If the plan is to provide compassionate care for relief of symptoms, because the 
illness is regarded as in the terminal phase, ethical considerations indicate that oral 
fluid and food should be given according to the patient’s wishes and/or ability to 
swallow. In cases where the benefits of artificial nutrition/fluid support are in doubt, 
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a planned and time limited trial may be useful e.g. two weeks to monitor for 
tolerance and signs of clinical improvement. Such decisions should involve the 
wider MDT and the patient/patients family. In some cases a formal Best Interest 
Meeting (BIM) may be required. 

 
Patients where able should be involved in making informed decisions about their 
care and treatment. Where patients do not have the capacity to make decisions 
Healthcare professionals should refer to Department of Health ( DOH) guidelines 
and the Mental Capacity Act (2005). Consent of a competent adult patient must be 
sought for any treatment, especially an invasive measure such as hydration or 
feeding via a tube. It is ethically and legally wrong for a carer or health 
professional to underestimate the capacity of a patient in order to achieve what they 
believe to be in the patient’s best interest. Healthcare professionals should ensure that 
cultural, ethical, legal and religious issues are all considered when any decisions 
regarding the nutritional care of patients are made. 
 
Under specified circumstances it can be legal to enforce nutritional treatment for 
an unwilling patient with mental health disorders. This includes patients with a 
confirmed diagnosis of anorexia nervosa who have been sectioned under the 
Mental Health Act (2015) and in whom their attending clinicians feel that nutritional 
support is part of their overall medical therapy. The rationale for this is that patients 
sectioned under the Mental Health Act (2015) are deemed in law to lack the 
capacity to make informed decision regarding their nutritional care. Where appropriate 
MARSIPAN ( Management of really sick patients with anorexia) guidelines should be 
adhered to and support sought from psychiatric liaison services. 

 
4.10.2. Dealing with Food Refusal 

 
An individual who continually refuses to eat or drink / refuses to open their mouth is 
at high risk of dehydration and malnutrition. The appropriateness of artificial support 
(e.g. NG, PEG or PN), including the ethical issues involved, should be discussed and 
documented by the multidisciplinary team as part of the patient’s clinical review. 
This discussion must involve the patient, and/or the patient’s family or advocate where 
appropriate. 

 
4.10.3. Addressing Nutritional Status of Patients who Lack Mental Capacity 

 
If a patient lacks mental capacity and is unable to make safe and appropriate food 
and fluid choices for themselves, they may be putting themselves at nutritional risk 
and compromising their health outcomes. A formal Mental Capacity Assessment 
must be completed by an appropriately trained professional. This should be 
documented and appropriate intervention should be taken, taking into consideration 
the requirements of the Mental Capacity Act (2005). 

 
4.10.4. Assessing Nutritional Status in End of Life Care 

 
Patients identified through MUST nutritional screening as being at high risk of 
malnutrition but for whom nutrition support intervention would be futile or detrimental 
should be discussed on a case by case basis and the decision documented by the 
MDT as part of the patients clinical review. A patient identified as approaching the 
end of their life does not necessarily mean that the patient may not receive some 
comfort or pleasure in eating and drinking. 
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4.11. Discharge of Patients Requiring Nutrition Support 

 
All patients should be screened with the MUST tool during their inpatient stay. 
Appropriate patients with a high 'MUST' score will be highlighted to their General 
Practitioner (GP)  via a letter from the dietetic department on discharge. This letter will 
discuss dietetic intervention undertaken and any plans for further follow up. 
Those patients known to the Dietetic Team who are at high risk of malnutrition or 
discharged on oral nutritional supplements will be reviewed via the telephone 
following discharge to assess current nutritional intake, the need for ongoing 
supplementation and to arrange further dietetic follow up as appropriate. 

 
4.12. Fasting 

 
The practice of pre-operative fasting aims to minimise residual gastric volume and 
acidity prior to surgery or other procedures. The Trust is developing a fasting policy 
which helps to prevent (excessive) prolonged periods of fasting. Prolonged fasting 
may lead to unnecessary distress, increased risk of malnutrition, dehydration, 
biochemical imbalance and hypoglycaemia. 

 
4.13 Catering Provision 

 
The inpatient meal service incorporates a host delivery service to patients on the 
ward where hosts take patient food orders using an electronic Patient Meal 
Ordering System (PMOS) that ensures patients receive their meals ordered no 
more than one meal in advance. This system allows the host to explain meal 
choices to patients with pictorial representations of the meals on offer. 
 
Barnsley Facilities Services (BFS) procure the BHNFT catering contract to a high 
specification, with patient’s nutritional needs at the centre of the contract.  

 
Food will then be plated at ward level by hosting staff, offering the opportunity for 
correct portion sizes as appropriate per patient. Along with new and improved 
food and beverage trolleys this will ensure that food remains at the correct 
temperature until served. 

 
A ‘carer meal’ offer is also available where family members or carers can order, 
pay for and eat a meal with the patient on the ward. This encourages a more social 
meal time for patients and enables carers to help feed those patients that need it. 

 
The hosting service aims to free up ward staff time to enable them to focus on 
patient care, rather than distributing/collecting menus and taking meal orders. 

 
As per the BDA Nutrition and Hydration Digest (2017) and Standards for Hospital 
Food Catering, the food and drink provision must be suitable to meet the 
nutritional needs of hospital inpatients. The current menu choices have been 
checked and approved by the catering providers own private Dietitian and by BHNFT 
Dietitians. Any changes to these menus can only occur with written approval from the 
Dietetic Department. 
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4.14 Care and Management of Enteral Feeding Tubes 

 
All patients who are enterally fed should be managed in accordance with the Trust 
NG guidelines. Only members of staff with the relevant competencies should place 
and care for NG tubes (National Patient Safety Agency (NPSA) 2011, 2016). 
Appropriate Trust documentation should always be completed when caring for 
patients who are enterally fed. The decision to enterally feed a patient should be 
an MDT decision made in conjunction with the patient/patients family where 
possible. All ethical considerations as discussed above should be taken into 
consideration when initiating or ceasing enteral feeding. 

 
See Trust Nasogastric Care and Ongoing Management Chart (2019) (Please note this 
chart is moving onto Medway as an electronic Nutritional Care Plan in 2020) 
See Trust Nasogastric Guidelines (2019) 
See Trust Competency Statement for Care and Insertion of Nasogastric Tubes 
(2019)  
See Trust Competency Statement for Confirmation of Nasogastric Tube Position 
(2019).  

 
4.15 Nutrition Training and Compliance  

 
Targeted ward training is delivered to ward staff in areas where compliance with MUST 
screening has been identified as low or where there have been instances of incorrect 
screening. Regular compliance with MUST screening in all inpatient ward areas is  
monitored regularly by the “Perfect Ward’ local initiative. Specific questions relating to a 
ward areas’ MUST and red tray pathway compliance are audited monthly as part of 
Perfect Ward. If any inpatient areas are found to have poor compliance with any of the 
highlighted nutritional parameters then an action plan is required to show plans to 
improve and the Lead Nurses and Matrons are held to account by a Quality Assurance 
Panel on a monthly basis to improve screening compliance across all inpatient areas.  
 
It is expected that all qualified nursing staff will be able to complete accurate MUST 
screening within recommended time periods as set by NICE Guidance (2017) for patients 
under their care.  Areas who identify training needs in MUST or nutritional care should 
contact the Dietetic department for ad-hoc training as required. A record of attendance 
will be taken by the Dietitian delivering face to face training. This attendance record is 
then passed onto the Trusts Learning and Development department where training 
figures are held centrally on the Electronic Staff Record (ESR). This allows Lead Nurses 
to monitor their ward staff compliance and training with MUST screening and nutritional 
care. It is a trust expectation that 100% of trained nursing staff employed by the trust 
working in ward areas should have completed MUST training. 
 
In 2019 the Trust purchased a new e-learning module for specific nutritional training in 
MUST and nutritional screening. This is a new way of training in the Trust and is aimed at 
those staff that would not be able to easily attend face to face training with the Dietetic 
team e.g. night shift workers. The training covers MUST nutritional screening, 
anthropometrics and appropriate nutritional care plans according to malnutrition risk.  
This e-learning can also be used as refresher training in MUST and nutritional screening 
as required. This will be directly linked to the ESR and will be recorded on each staff 
members training record. 
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Role specific training is provided in different guises across the Trust. Dietitians are 
involved in the delivery of training/education for all staff groups with other specialists 
being included in training sessions where relevant e.g. infection control team, speech and 
language therapy. 
 
Trust Governors/Directors – Annual training is available for trust Governors and Directors 
and is delivered jointly by the Dietetic and catering team, allowing for staff to learn more 
about hospital food provision, nutritional screening and dietetic services.  
 
Consultants – Dietitians present at grand round training sessions upon request. The 
Nutrition Team provides clinical supervision for consultants where requested on an 
individual basis for patients being managed with complex nutritional needs. 
 
 Junior Doctors – Dietitians deliver at junior doctor training sessions several times  per 
year for all new Junior Doctors joining the Trust. This teaching involves the role of a 
Dietitian, MUST screening, different feeding routes and refeeding syndrome as standard.  
 
Nursing staff - Ward training is provided to nursing staff on MUST, Red Jug and tray 
procedures, protected mealtimes, completion of accurate food diaries as required by the 
dietetic department.  
 
Ward Healthcare and Nursing Auxiliary staff - formal training is delivered to this staff group 
via the Trusts Band 2 Upskilling Training Days. The Dietetic Team contributes to the 
teaching on these days. The session covers how to accurately fill out a food diary, how to 
take alternative anthropometric measurements and why this is important and other topics 
relevant to the role.  
 
Catering Host Staff - nutrition training is delivered to this staff group via our catering provider 
ISS. The Dietetic team facilitated initial training for this staff group and provided resources 
for ongoing training to be delivered. Adhoc training is arranged as required for any new 
guidance e.g. the rollout of the new IDDSI standards. this training is provided by the Dietetic 
Team.  
 
Nursing Associates - This is a new role introduced to the Trust in 2019. Dietitians are 
involved in the in house training of this staff group with particular focus around the use of 
enteral feeds. 
 
Mealtime Volunteers – a group of volunteers across the trust have been specifically trained 
by the dietetic team to assist with patient feeding at mealtimes. There is a list of 
competencies for these volunteers to work from to allow for safe feeding practices 
developed by the members of the Nutritional Operational Group. 
 
 
4.16 Paediatrics 
 
The principles of nutritional care outlined in this policy apply to all patients admitted to   
Barnsley Hospital NHS Foundation Trust, including infants and children under the age of 
16 years. However, there may be other additional or differing factors to account or in the 
assessment, treatment and monitoring of those under the age of 16. See Appendix 5 for 
links to National guidance on specific nutritional management for paediatric patients. 
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5.0 Roles and Responsibilities 
 
Overall responsibility for the management of risk lies with the Chief Executive as 
Accountable Officer. 

 
All Trust Directors are responsible, collectively, for the Trust’s systems of internal 
control and management. The Board of Directors needs to be satisfied that 
appropriate policies and procedures are in place and that systems are functioning 
effectively. The Board of Directors has delegated its accountability arrangements for 
the Nutrition Policy to the Director of Nursing and Quality. 

 
The responsibility for the Nutrition Policy involves the whole management chain of 
command, and all members of staff have a responsibility to ensure the effective 
implementation of the policy and its procedures. 

 
Within that system are certain key stakeholders with specific functions which are 
outlined below: 

 
5.1 Author 

 
It is the responsibility of the author of the policy to ensure that there is a justifiable 
need for the policy and that Trust framework for the writing of policies is adhered to. 

 
The author must ensure that the policy has had an Equality Impact Analysis 
completed, that all relevant stakeholders have been consulted and the correct 
approval and ratification processes have been adhered to. 

 
It is the author’s responsibility to forward the policy to the appropriate Trust committee 
for ratification and to submit the final version to the Policy Administrator when 
approved. 

 
5.2 Director of Nursing and Quality 

 
It is the responsibility of the Director of Nursing and Quality to ensure that policy 
and procedures are agreed through consultation with relevant staff groups and 
that the overarching policy is updated regularly in line with national guidance and 
audit reports. They must keep the Chief Executive and Board of Directors up to date 
with any progress and highlight any areas of concern in relation to the policy. 

 
5.3 Assistant Directors of Nursing/Assistant Directors of Operations/Heads of 
Departments/Clinical Directors 

 
It is the responsibility of all Assistant Directors of Nursing/ Assistant Directors of 
Operations/Heads of Departments and Clinical Directors to ensure that all staff are 
made aware of all new or updated policies when issued. They should ensure that 
staff are aware of, understand and are able to follow the policy and supporting 
procedures. All new and temporary staff must be made aware of the policy warehouse 
as part of their local induction. Adequate resources must be available within work 
areas to ensure the following of correct procedures and regular audit of agreed 
processes and procedures should take place to monitor the effectiveness of practice.   
Remedial action should be implemented where required. All Assistant Directors of 
Operations /Heads of Departments and Clinical Directors should lead by example and 
challenge poor compliance where appropriate. 
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5.4 Trust Nutritional Operational Group 
 

The Nutritional Operational Group meet with the aim of providing a forum for debate 
and co- ordination in order to set and maintain evidence-based standards and 
develop and share best practice regarding nutrition across the Trust. 

 
It is the responsibility of the Nutritional Operational Group to promote the Nutrition 
Policy, the Trusts food and Drink Strategy and supporting procedures to its 
members, and cascade this information to the rest of the Trust as appropriate. They 
will lead in the development, implementation and evaluation of evidence based 
principles in nutrition and act to update, promote and disseminate information on 
nutrition services, resources and materials available, to other health care professionals 
and appropriate organisations. 

 
The Nutritional Operational Group will work to promote a multi-disciplinary approach to 
nutritional care, working in partnership with patients and carers. They will work to 
support an environment which is conducive to patients being able to eat and enjoy 
their food and ensure optimal nutritional care is consistently delivered to all patients 
safely and effectively. This includes considering nutritional care out of hours / 
weekends. 
 

 
5.5 Trust Nutritional Steering Group 

 
The Nutritional Steering Group for the Trust meets quarterly with the aim of discussing 
Trust policies, procedures and addressing NPSA alerts or NICE guidance updates. The 
focus of this group is around gaining assurance that compliance with national nutrition 
standards, issues and safety alerts are being adhered to across the trust and In turn this 
group provides assurance to the Patient Safety and Harm group, being able to escalate 
and nutrition related issues directly up to trust board level.  
 
5.6 Matrons and Lead Nurses 

 
Lead nurses are responsible for ensuring that the Nutrition Policy is implemented at 
ward level in their areas. They should ensure that the equipment required for weighing 
and measuring patients, thus allowing for accurate MUST screening, is available, 
calibrated and decontaminated at all times on their ward areas. Lead nurses should 
encourage and support staff in adherence to the policy and ensure that qualified staff 
supervise mealtimes to ensure that the nutritional needs of patients are met. It is the 
responsibility of Lead Nurses to lead by example in their areas and manage any poor 
compliance to the policy by taking a lead role in audit processes. Lead nurses should 
monitor their staff compliance with MUST training via ESR to ensure 100% of ward staff 
are appropriately trained and therefore have the required clinical competency regarding 
nutrition. 

 
5.7 Registered Nursing Staff 

 
Registered nursing staff have a duty of care to ensure patients are appropriately 
supported and fed at mealtimes through appropriate and timely delegation. Nursing 
staff are responsible for identifying any problems and referring patients onto the 
appropriate personnel who are registered with a regulatory body. They should 
ensure that the Malnutrition Universal Screening Tool (MUST) is completed 
appropriately and oversee nutritional care in their ward areas. 

 

 

 

 

 

 
 

 

 

 

 

Pack page 40



Page 17 of 42 
 

 
Registered nursing staff should recognise and promote nutrition as an essential part 
of the care they provide by participating in and monitoring meal time activity. They 
should ensure that documentation of food intake is undertaken according to the 
patients care plan. 
 
To comply with NICE guidance, in 2019 BNHFT is in the process of appointing a 
specialist Nutrition Nurse. It is envisaged that this role will act as a bridge between 
dietetic, catering and nursing staff, providing expertise in the development of Trust 
policies and guidelines on nutrition, support in the delivery of nutritional training across 
the Trust and work in a patient facing capacity to support the delivery of excellent 
nutritional care across the Trust. 
 

 
5.8 Dietitians 

 
Dietitians are responsible for advising and informing the Trust on new initiatives, 
policies and guidelines in nutrition. They should maintain evidence based practice 
within the Trust and see patients when referred via the MUST to assess, identify and 
monitor their nutritional needs. On assessment an appropriate individualised 
nutritional care plan will be put in place. This will involve liaising with nursing staff, 
catering staff and the wider 
MDT to ensure the care plan is agreed and to ensure an appropriate diet is 
ordered, provided and modified where necessary. 

 
Dietitians are responsible for referring patients to other health care professionals 
as appropriate and should liaise and work in partnership with the catering department 
in the creation of the hospital menus, ensuring nutritional standards for catering are 
met. 

 
Dietitians should identify and implement training to catering, nursing and other 
clinical staff regarding hospital nutrition and advice on education and training 
programmes for staff relating to the nutritional care of patients,  delivering this training 
where appropriate. 

 
Dietitians will liaise with nursing staff, catering, Speech and Language Therapists 
(SLT) and the wider MDT to ensure that individualised nutritional care plans are 
agreed and followed. 

 
Dietitians should be an integral part of the Trust Nutrition Team alongside other 
members of the team to assess and treat patients with complex enteral and 
parenteral feeding needs. 
 
5.9 Catering 

 
The catering department are responsible for the provision of a menu that has a variety 
of choices at each mealtime. The provision should comply with the Trusts Food 
and Drink Strategy and consist of suitable food and drink, including appropriate 
choices for religious, cultural and special diets (e.g. coeliac, vegetarian, halal). A full 
menu breakdown should be available which specifies the nutritional values of all 
main meals, snacks and drinks including full ingredients and allergen information. Out 
of hours meal provision should also be provided in the form of snack boxes which 
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provide 24 hour access to food and fluids for all patients. The catering department 
are responsible for promoting and delivering such initiatives across the Trust. 

 
The catering department must ensure that meals together with snacks and 
beverages will be sufficient to meet the Estimated Average Requirement (EAR) for 
energy and the Reference Nutrient Intake (RNI) for Protein, vitamins and minerals for 
patients as specified in the BDA Nutrition and Hydration Digest (2019). 

 
They should provide training in all aspects of food hygiene and service, in accordance 
with the Food Safety Legislation, and ensure that local infection control guidelines 
for food hygiene are complied with. 

 
Regular patient satisfaction surveys must be undertaken to monitor patient 
satisfaction and gather feedback. 

 
5.10 Speech and Language Therapists 

 
Speech and Language Therapists are responsible for advising and informing the 
Trust on new initiatives, policies and guidelines in Speech and Language, 
specifically dysphagia. They should maintain evidence-based practice within the Trust 
with respect to swallow assessments and management guidelines and assess patients 
as referred for specialist swallow assessments. Speech and Language Therapists 
should provide individualised appropriate advice on diet and fluid consistencies, 
patient positioning and feeding techniques to maximise safety of swallowing for oral 
nutrition. 

Following their assessment Speech and Language Therapists should liaise with 
nursing staff, catering staff, Dietitians and the wider MDT to ensure that 
recommendations are followed and should refer onto other members of the MDT as 
appropriate. 

See appendix 6 for further information on the International Diet and Dysphagia 
Standards Initiative (IDDSI) which was implemented across BHNFT in 2019.  

 
5.11 Pharmacists 

 
Pharmacists are responsible for ensuring that the prescribing of nutritional products 
is both cost-effective, evidence-based and in line with local and national guidelines. 
Any deviation from guidelines should be discussed with both the prescriber and a 
Dietitian. 

 
They should advise on the appropriate administration of medications, including 
vitamin and mineral supplements via NG and PEG tubes and also on local and 
national guidelines in the prescribing of nutritional supplements to ensure that correct 
doses and course durations are prescribed. 

 
Advice on drug-nutrition and nutrient-nutrient interactions should be provided by 
pharmacists as part of their review of a patient’s medications and discussions held 
with prescribers if nutrition prescriptions are inappropriate, may cause a drug-
nutrient interaction or are out of line with current policy. 

 
Pharmacists as part of the Trust Nutrition Team should advise on parenteral 
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nutrition composition and compatibilities. Appropriately qualified pharmacists may 
dispense parenteral feeds, fluids and other necessary therapy. They should ensure 
that parenteral nutritional solutions are compounded appropriately and that any 
additions to standard parenteral feeds are tailored to the patient’s individual needs 
following assessment by the Nutrition Team. 

 
Pharmacists should assist in monitoring patients on parenteral feeds and request 
extra blood tests and investigations where appropriate. They must contribute to the 
nutritional education of nurses, other pharmacists and doctors alongside the 
Dietetic team as appropriate. 

 
5.12 Medical Staff 

 
Medical staff are responsible to aid in the diagnosis of patients requiring 
nutritional intervention or support. They should work with the wider MDT to aid 
decision making and ensure appropriate modes of feeding are decided for patients, 
referring onto specialist such as Dietitians or Speech and Language Therapist’s as 
appropriate. A medical clinician should play an integral role in the Trust Nutrition 
Team assessing and monitoring complex enterally and parenterally fed patients. 

 
5.13 All Trust Staff 

 
All Trust staff should have access to appropriate training and information, work 
within agreed procedures and guidance and assist where required with audit 
processes across the Trust. 
 
6.0 Associated Documentation and References 

 
British Association for Enteral and Parenteral Nutrition (BAPEN)  The  cost  of  
malnutrition  in  England  and  the  potential  cost  savings  from nutritional interventions 
(full report) (2015).  
BHNFT Enteral Feed Emergency Starter Regimes (2016). 
BHNFT Enteral Feeding Regime Templates (2016). 
BHNFT Food and Drink Strategy (2016). 
BHNFT Guideline for Enteral Feeding via Fine bore Nasogastric Tube in Adults (2019). 
BHNFT Nutritional Operational Group Terms of Reference (2019). 
BHNFT Nutritional Steering Group Terms of Reference (2019). 
BHNFT Parenteral Feeding Regime Template (2016). 
BHNFT Parenteral Nutrition Guidelines (2015). 
BHNFT Protected Mealtimes SOP (2019). 
BHNFT Red Jug Pathway (2019). 
BHNFT Red Tray Pathway (2019). 
British Dietetic Association: Delivering Nutritional Care through Food and Drink Provision 
(2007). 
British Dietetic Association: The Nutrition and Hydration Digest: Improving outcomes 
though food and beverage services (2019). 
Care Quality Commission (CQC) Essential Standards of Quality and Safety  
www.cqc.org.uk/essentialstandards. (2015). 
BDA Allergen Toolkit for Healthcare Catering (2014). 
DOH Dietary Reference Values for Food, Energy and Nutrients for the UK. (1991). 
DOH The Hospital Food Standards Panel’s Report on Standards for Food and Drink in 
NHS Hospitals (2014). 
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DOH Compliance with Hospital Food Standard in the NHS (2017).  
Food Safety Regulations (1995) (General Food Handling). Food Safety Regulations 
(1995) (Temperature Control).  
MARSIPAN (Management of really sick patients with anorexia) (2014). 
Mental Capacity Act (2005) Mental Health Act (2015). 
MUST – available on Lorenzo. Originally BAPEN (2003). 
NICE Nutrition Support in Adults, Clinical Guideline 32 (2017). 
NPSA Alert  PSA002 Nasogastric Tube Checks (2011). 
NPSA  Alert  PSA006  Nasogastric  tube  misplacement:  continuing  risk  of  death  and 
severe harm (2016). 
Public Health England (PHE). The Eatwell Guide: Helping you eat a healthy, balanced 
diet. (2016). 
Standard Operating Procedure (SOP) for Patients who are Nil by Mouth in Adult Ward 
Areas (2017). 

 
7.0 Training and Resources 

 
The Dietetics Department offers regular nutrition training to all ward areas. This includes 
strategies to promote nutrition including the use of the Red Tray and Red Jug Pathways, 
MUST, food diaries and nutritional assessment. 
 
 Any costs associated with any external training must be discussed with the Human 
Resources/Learning and Development prior to study leave being granted for staff.  
 
In 2019 the Trust began the process of establishing an e-learning package on MUST 
produced by the British Association of Parenteral and Enteral Nutrition (BAPEN). This 
resource aims to streamline nutrition training across the Trust and provide easier access 
to training compliance and statistics via them being directly recorded onto the Electronic 
Staff Record (ESR) system. Dietetic department 1:1 training can also be used in 
conjunction with this on an ad-hoc basis in areas where further training needs or issues 
with compliance are highlighted. 
 
Departmental nutritional related competencies, such as NG feeding tube insertion and 
relevant competencies/training shall be assessed via the Clinical Skills suite, who are 
part of the wider Trust Learning and Development department. 
 
Any other ad hoc training related to nutrition can be accessed via the Dietetic 
Department or via appropriate members of the MDT.  
 
Role specific training regarding nutrition has been identified in section 4.15. 

 

8.0      Monitoring and Audit 
 

As previously mentioned, inpatient ward MUST screening compliance is monitored monthly 
by Lead Nurses and Matrons as part of the Trusts Perfect Ward initiative. Audit of trust wide 
compliance with MUST screening will take place once annually, as part of the work schedule 
of the Nutritional Operational Group. This data then filters into the Trusts annual Patient Led 
Assessment of the Care Environment (PLACE) inspection. The Trust is aims for high 
performance in this area, aiming towards an average MUST compliance of 100% of all 
inpatients being screened for risk of malnutrition within 24 hours of admission. 
 

Where identified issues arise regarding nutrition and/or hydration, additional valid audits into 
current practices will be registered on the Trust Clinical Audit Database. The results of 
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these audits will be presented to the Nutritional Operational Group and any risks identified 
will be reported to patient safety team via local governance routes.   
 
The Trust  Nutritional Operational Group will also sponsor an annual “task and finish 
group” to monitor the following key Standard Operating Procedures (SOPs) and 
competency statements relating to nutrition as outlined in this Policy, to ensure that the 
documents supporting this nutrition policy are fit for purpose on an annual basis. The 
documents that will be reviewed and monitored annually are as follows: 
 

• Trust Nasogastric Guidelines (2019) 
• Red Tray Pathway SOP (2019) 
• Red Jug Pathway SOP (2019) 
• Protected Mealtimes SOP (2019) 
• Competency Statement for Care & Insertion of Nasogastric Tubes (2019) 
• Competency Statement for Confirmation of Nasogastric Tube Position (2019) 

 
Any incidents relating to nutrition will be reported via the Datix incident reporting system. 
Any serious incidents (SI’s) will be reported through the Trust risk management group 
and any action plans relating to nutrition will be discussed and actioned as appropriate 
at the Nutritional Operational and Strategic groups where relevant. 
 
Barnsley Facilities Services (BFS) monitor/audit the external catering provider on a 
monthly basis via a Service Level Agreement with Key Performance Indicators. 
Percentage scores are submitted to the Trust on all mandatory and critical aspects of 
the contract. BFS also emploly an external catering Consultant to monitor copliance and 
performance of the catering contract on a monthly basis. 
 
The table below shows the monitoring and audit arrangements for this policy. 

 
Minimum 

requirement to be 
monitored 

Process for 
monitoring 
e.g. audit 

Respon
sible 

individu
al/ 

group/ 
committ

 

Frequency 
of 

monitoring 
Responsi

ble 
individua
l/ group/ 
committ
ee for 

  
 

Responsible 
individual/ 

group/ 
committee for 

development of 
action plan 

Responsible 
individual/group/ 

committee for 
monitoring of action 

plan and 
Implementation 

a) style and f ormat Monitoring of 
Trust style and 
format as per 

framework 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 

b) an 
explanation of any 
terms 
used in documents 
developed 

Monitoring of 
terms used 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 

c.) consultation 
process 

Monitoring of 
policy being 

consulted on by 
specialist 
groups 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 

d.) ratification 
process 

Audit of the 
Ratification 

Process 

Policy 
Administr
ator 

Annual Clinical 
Effectiven

ess 
 

Governance 
Lead 

Clinical Effectiveness 
Group 

e.) review 
arrangements 

Monitoring of 
review 

arrangement s 
against 

timeframes 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 
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f.) control of 
documents, 
including archiving 
arrangements 

Audit of the 
document 

control sheet, 
ratification, 

uploading to 
Website & 

Archiving of 
previous 
version 

Policy 
Administr
ator 

Annual Clinical 
Effectiven

ess s 
Group 

Governance 
Lead 

Clinical Effectiveness 
Group 

g.) associated 
documents 

Monitoring of 
associated 
documents, 

referenced and 
in date 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 

h.) supporting 
references 

Monitoring of 
supporting 
references, 

availability and 
in date 

Policy 
Administr
ator 

At upload 
to Site 

Governa
nce 
Lead 

Governance 
Lead 

Governance Lead 

i.) Minimum 
requirement to be 
monitored 

Process for 
monitoring 
e.g. audit 

Responsi
ble 

individua
l/ group/ 
committ

 

Frequency 
of 

monitoring 

Responsi
ble 

individual
/ group/ 
committe

  
  
 

Responsible 
individual/ group/ 

committee for 
development of 

action plan 

Responsible 
individual/group/ 
committee for 
monitoring of action 
plan and 

  

 
 

9.0 Equality and Diversity 
 
The Trust is committed to an environment that promotes equality and embraces diversity 
in its performance as an employer and service provider. It will adhere to legal and 
performance requirements and will mainstream equality and diversity principles through 
its policies, procedures and processes. This policy should be implemented with due 
regard to this commitment. 
 
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation. The Trust will take remedial action 
when necessary to address any unexpected or unwarranted disparities and monitor 
practice to ensure that this policy is fairly implemented. 
 
This policy and procedure can be made available in alternative formats on request 
including large print, Braille, moon, audio, and different languages. To arrange this 
please refer to the Trust translation and interpretation policy in the first instance. The 
Trust will endeavour to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure. This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, 
extending policy timeframes to enable translation to be undertaken, or assistance with 
formulating any written statements. 
 

 
9.1 Recording and Monitoring of Equality & Diversity 

 
The Trust understands the business case for equality and diversity and will make sure 
that this is translated into practice. Accordingly, all policies and procedures will be 
monitored to ensure their effectiveness. Monitoring information will be collated, analysed 
and published on an annual basis as part Equality Delivery System. The monitoring will 
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cover the nine protected characteristics and will meet statutory duties under the Equality 
Act 2010. Where adverse impact is identified through the monitoring process the Trust 
will investigate and take corrective action to mitigate and prevent any negative impact. 
The information collected for monitoring and reporting purposes will be treated as 
confidential and it will not be used for any other purpose. 
 
The Trust is committed to an environment that promotes equality and embraces diversity 
in its performance as an employer and service provider. It will adhere to legal and 
performance requirements and will mainstream equality and diversity principles through 
its policies, procedures and processes. This policy should be implemented with due 
regard to this commitment. 
 
To ensure that the implementation of this policy does not have an adverse impact in 
response to the requirements of the Equality Act 2010 this policy has been screened for 
relevance during the policy development process and a full equality impact analysis 
conducted where necessary prior to consultation. The Trust will take remedial action 
when necessary to address any unexpected or unwarranted disparities and monitor 
practice to ensure that this policy is fairly implemented. 
 
This policy and procedure can be made available in alternative formats on request 
including large print, Braille, moon, audio, and different languages. To arrange this 
please refer to the Trust translation and interpretation policy in the first instance. The 
Trust will endeavour to make reasonable adjustments to accommodate any 
employee/patient with particular equality and diversity requirements in implementing this 
policy and procedure. This may include accessibility of meeting/appointment venues, 
providing translation, arranging an interpreter to attend appointments/meetings, 
extending policy timeframes to enable translation to be undertaken, or assistance with 
formulating any written statements. 
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Appendix 1 
 

EQUALITY IMPACT ASSESSMENT TEMPLATE 
 

INITIAL ASSESSMENT STAGE 1 (part 1) 
 

Department: Dietetics and 
Nutrition 

Division: CBU 3 

Title of Person(s) 
completing this form: 

Dietetic 
Manager/Acute 
Team Lead 
Dietitian 

New or Existing 
Policy/Service 

Existing 

Title of 
Policy/Service/Strategy 
being assessed: 

Nutrition Policy Implementation 
Date: 

1/10/19 

What is the main purpose 
(aims/objectives) of this 
policy/service? 

To help all Trust practitioners working with patients to understand the 
processes involved in optimising the nutritional status of patients 
during their hospital stay. 

Will patients, carers, the 
public or staff be affected 
by this service? 

 
Please tick as appropriate. 

 Yes No If staff, how many individuals/which groups 
of staff are likely to be affected? 

Patients X  

Carers X  

Public X  

Staff X  

Have patients, carers, the 
public or staff been 
involved in the 
development of this 
service? 

 
Please tick as appropriate. 

Patients  X If yes, who did you engage with? Please state 
below:  
 
Feedback from Trust Nutrition Operational 
Group and Clinical Effectiveness Group. Key 
stakeholders have been asked to comment on 
the policy update and content as relevant. 

Carers  X 

Public  X 

Staff X  

   

What consultation 
method(s) did you use? 

Verbal and email 

 

DATA COLLECTION AND CONSULTATION 
 

1a In relation to this service/policy/procedure – Do you currently 
record/have any of the following patient data? 
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Protected Characteristic Indicate yes or No If Yes – State where 
Recorded 

Age No  

Sex No  

Ethnicity No  

Religion or Belief No  

Disability No  

Sexual Orientation No  

Gender Re-assignment No  

Marriage & Civil Partnership No  

Pregnancy & Maternity No  

Carer Status No  

Please indicate Yes or No 
 
 
 

Equality Impact Assessment Stage 1 PART 2 
 

What does this data tell you about each of the above protected characteristics?  
 
Are there any trends/inequalities? 
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What other evidence have you considered? Such as a ‘Process Map’ of your 
service (assessment of patient’s journey through service) / analysis of complaints/ 
analysis of patient satisfaction surveys and feedback from focus 
groups/consultations/national & local statistics and audits etc. 

 

 
 
No. This policy is designed to be all inclusive so that the nutritional needs of all patients are 
assessed and met on an individual basis. 
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Equality Impact Assessment Stage 1 

PART 3 ACCESS TO SERVICES 

What are your standard methods of communication with service users? 
 

Please tick as appropriate. 
 

Communication Methods Yes No 

Face to Face Verbal Communication X  

Telephone X  

Printed Information (E.g. leaflets/posters) X  
 

Written Correspondence X  

E-mail X  

Other (Please specify) TEXT MESSAGE X  

 
 

If you provide written correspondence is a statement included at the bottom of 
the letter acknowledging that other formats can be made available on request? 

 
Please tick as appropriate. 

 
Yes No 

X  

 
 

Are your staff aware how to access Interpreter and translation services? 
 

Interpreter & Translation Services Yes No 

Telephone Interpreters (Other Languages) X  

Face to Face Interpreters (Other Languages) X  

British Sign Language Interpreters X  

Information/Letters translated into audio/braille/larger print/other 
languages? 

X  

 
 

ACCESS 
 

Please tick as appropriate 
 

Is the building where the service is located wheelchair accessible? Yes No 
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Does the reception area have a hearing loop system? X  

Does the building where the service is located have a unisex wheelchair 
accessible ‘disabled toilet? 

X  

Does the building have car parking space reserved for Blue Badge 
holders? 

X  

Does the building have any additional facilities for disabled people such as 
a wheelchair, hoist, specialist bath etc.? 

X  

Does the building/hospital sire where the service is provided have access 
to prayer and faith resources? 

X  

 
 
 
 
EQUALITY IMPACT ASSESSMENT – STAGE 1 (PART 4) 

 
Protected 

Characteristic 
Positive
 Impact 

 
 
 
 
 

High 

Low 

None 

Negative
 Impact 

 
 
 
 
 

High

 Low

 Non

 

Reason/comments 
for positive Impact 

 
 
 
 
 

Why it could benefit 
any/all of the protected 

characteristics 

Reason/Comments for 
Negative Impact 

 
 
 

Why it could 
disadvantage any/a

ll of the 
protected character

istics 

Resource 
Implication 

 
 
 

Yes / No 

Men   
None   

N/A  

Women   
None   

N/A 
Younger 

People (17 – 
25) and 
Children 

  

None 
  

N/A 

Older people 
(60+)   

 
None 

  
 

N/A 
Race or 

Ethnicity   
None   

 
N/A 

Learning 
Disabilities   

 
None 

  
 

N/A 
Hearing 

impairment   
 

None 
  

 
N/A 

Visual 
impairment   

None   
N/A 
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Physical 
Disability   

 
None 

  
 

N/A 
 

Mental Health 
Need   

 
None 

  
 

N/A 

Gay/Lesbian/Bi 
sexual   

 
None 

  
 

N/A 
Trans   

 
None 

  
 

N/A 
Faith Groups 

(please specify) 
  

 
 

None 

We have availability of 
suitable foods for people 
who follow specific diets to 
meet their rel ig ious 
needs e.g. Halal, Kosher. 

 
 
 

N/A 

Marriage & 
Civil 

Partnership 
  

 
None 

  
 

N/A 

Pregnancy & 
Maternity   

 
None 

  
 

N/A 

Carer Status   
 

None 
  

 
N/A 

Other Group 

(please specify) 

 
 

N/A 

 
 

N/A 
  

 
N/A 

 

Applies to ALL 
Groups 

 
 

ALL 

 
 

N/A 

Policy is of benefit to all 
patients, staff and visitor 
groups as its aim is to 
promote good nutrition 
across the Trust. 

 
 

N/A 

 

 
INITIAL ASSESSMENT (PART 5) 

 
Have you identified any issues that you consider could have an 
adverse (negative) impact on people from the following protected 
groups? 

 
IF ‘NO IMPACT’ IS IDENTIFIED Action: No further documentation is required. 

 
IF ‘HIGH YES IMPACT’ IS IDENTIFIED Action: Full Equality Impact 
Assessment Stage 2 Form must be completed. 

 

(a) In relation to each group, are there any areas where you are 
unsure about the impact and more information is needed? 
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(b) How are you going to gather this information? 
 

 
 
 
 

(c) Following completion of the Stage 1 Assessment, is Stage 2 (a Full 
Assessment) necessary? NO 

 
 

Assessment Completed By: Ruth Carr Date Completed: 

1/10/19 Line Manager: Helen Doyle Date Completed: 

1/10/19 

Head of Department: Helen Doyle Date Completed: 1/10/19 
 
 
 

When is the next review? Please note review should be immediately on any 
amendments to your policy/procedure/strategy/service. 
 
 
1 Year 2 year X 3Year 

 

Title of Service/Policy being assessed: Nutrition Policy 

Assessment Date: 1/10/19 

Is the service/policy aimed at a specific 
group of users? 

No 

 
 
 

 
 
No 

 
 
- 
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STAGE 2 – FULL ASSESSMENT & IMPROVEMENT PLAN 

 
MUST be completed if any negative issues have been identified at Stage 1 

 
Protected 
Characteristic 

What adverse 
(negative) 

 
impacts were 
identified in 

 
Stage 1 and 
which groups 

 
were affected? 

What changes or actions 

do you recommend to 

improve the service to 

eradicate or minimise the 

negative impacts on the 

specific groups identified? 

Lead Time-scale 

Men 
 

Younger People (17-25) 

and Children 

 
 

Older People (50+) 

Race or Ethnicity 

 
 

Learning Disability 
 
 
 

Hearing Impairment 
 
 
 

Visual Impairment 
 
 
 

Physical Disability 
 
 
 

Mental Health Need 
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Gay/Lesbian/Bisexual 

Transgender 

 
 

Faith Groups (please 
specify) 

 
 
 

Marriage & Civil 
Partnership 

 
 
 

Pregnancy & Maternity 
 
 
 

Carers 
 
 
 

Other Group (please specify) 
 
 
 

Applies to ALL Groups 

    

How will actions and proposals be 

monitored to ensure their success? Which 

Committee will you report to? (i.e. 

Divisional DQEC / Governance Meeting). 

 

Who will be responsible for monitoring 

these actions? 
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Appendix 2 

 
Glossary of Terms used within Policy 

 
BAPEN – British Association for Parenteral and Enteral Nutrition BDA – British Dietetic 
Association 
BHNFT – Barnsley Hospital NHS Foundation Trust 
CQC – Care Quality Commission DOH – Department of Health 
EAR – Estimated Average Requirement  
IDDSI – International Dysphagia Diet Standardisation Initiative 
MDT – Multidisciplinary Team 
MUST – Malnutrition Universal Screening Tool NBM - Nil by Mouth 
NG – Nasogastric 
NICE – National Institute for Clinical Excellence NPSA – National Patient Safety Agency 
PEG – Percutaneous endoscopic gastrostomy PLACE – Patient Led Assessment of Care 
Environment  
PMOS – Patient Meal Ordering System 
PN – Parenteral Nutrition 
RNI – Reference Nutrient Intake RTP – Red Tray Pathway 
SOP – Standard Operating Procedure SLT – Speech and Language Therapist 
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Appendix 3 

 

MUST Nutritional Management Plans 
 

Low Risk = 0 Routine Clinical Care 
 
Repeat MUST score weekly. 

 
 
Medium Risk = 1 Management Plan 1 

 
Observe and Monitor 
 

 
• Commence Red Tray Pathway (RTP). 
• Commence food chart and monitor intake for at least 3 days. 
• Provide assistance with eating and drinking. 
• Provide assistance in completing the menu and encourage the “higher energy” 

choices on the menu. 
• Offer milky/ nourishing drinks at mid-morning, mid afternoon and evening. Offer 

full fat milk. 
• Offer snacks at mid-morning, mid afternoon and evening (snacks available on 

the ward). 
• Weigh patient weekly - noting any oedema or ascites and record on weight 

chart. 
• Repeat MUST score weekly. 
• If after 3 days food charts indicate patient is unable to consume adequate 

intake, please update the MUST score appropriately and refer to Dietitians if 
concerned. 

 
High Risk = 2 Management Plan 2 

 
Treat 

 
 
 
Referral to Dietitians is triggered via Lorenzo. 

 
• Commence Red Tray Pathway (RTP). 
• Commence food chart and monitor intake for at least 3 days. 
• Provide assistance with eating and drinking. 
• Provide assistance in completing the menu and encourage the “higher energy” 

choices on the menu. 
• Offer nourishing/ milky drinks at mid-morning, mid afternoon and evening. Offer 

full fat milk. 
• Offer snacks at mid-morning, mid afternoon and evening (snacks available on 

the ward). 
• Weigh patient weekly - noting any oedema or ascites and record on weight 

chart. 
• Repeat MUST score weekly. 
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Appendix 4 
 
Nutrition Team Referral Form 

 

 
 

Parenteral Nutrition Referral form for Adults 
 

This form MUST contain all the required information. Incomplete forms will 
be returned to the referrer. 

 
Patient Details 

Surname  Unit Number  
First Name  NHS Number  
Date of Birth    

 
Ward Number  Date of referral  

Referring 
Consultant 

 Number of days 
without nutrition 

 

Malnourished or 
at risk of 
malnutrition 

Yes / no 
*Have eaten little or nothing  for 
>5 days, and/ or are likely to eat 
little or nothing for the next 5 
days or longer*. 

Functioning GI tract Yes/ No 
Accessible GI tract Yes/ No 

 
Clinical Indications for PN 

* Please note not tolerating or refusal of NG is 
NOT an indication for PN* 

 

Diagnosis/ brief 
history 

 Estimated length of 
time PN required 

 

Access Peripheral cannula o 
PICC o 
Central o 
No access at present o 

Bloods taken within 
24 hours 
*required prior to 
commencing PN* 

Yes/ No 

Any other 
comments or 
concerns 

   

 
Referrer Name 

 Contact number/ 
Bleep 

 
 

The PN ward round will occur Monday, Wednesday and Friday mornings. 
 

NOTE: PN will only be initiated on ward round days. Referral MUST be 
received by 10 am if PN to commence on same day. If after 10am, once a 
referral has been received the nutrition support team will assess this 
patient at the next PN ward round. 

 
(For example, if requiring PN for a patient, they would need to be referred by Thursday 
evening in time for the ward round on Friday morning.) 

 
Email completed form to barnsleynutritionteam@nhs.net to or deliver to Nutrition 

Support Team, Dietetics Office, BHNFT,  or fax to 01226 432606,  for the 
attention of the Nutrition Support Team 
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Appendix 5 
 
Paediatric specific links and references on Nutrition.  

http://www.stampscreeningtool.org/downloads/index.html 
 
https://www.nice.org.uk/guidance/cg99/resources/constipation-in-children-and-young-
people-diagnosis-and-management-pdf-975757753285 
 
https://www.nice.org.uk/guidance/ng75/resources/faltering-growth-recognition-and-
management-of-faltering-growth-in-children-pdf-1837635907525 
 
https://www.nice.org.uk/guidance/ng1/resources/gastrooesophageal-reflux-disease-in-
children-and-young-people-diagnosis-and-management-pdf-51035086789 
 
https://www.nice.org.uk/guidance/ph47/resources/weight-management-lifestyle-
services-for-overweight-or-obese-children-and-young-people-pdf-1996362978757 
 
https://www.nice.org.uk/guidance/ng18/resources/diabetes-type-1-and-type-2-in-
children-and-young-people-diagnosis-and-management-pdf-1837278149317 
 
https://www.nice.org.uk/guidance/cg43/resources/obesity-prevention-pdf-
975445344709 
 
https://www.nice.org.uk/guidance/cg57/resources/atopic-eczema-in-under-12s-
diagnosis-and-management-pdf-975512529349 
 
https://www.nice.org.uk/guidance/ng62/resources/cerebral-palsy-in-under-25s-
assessment-and-management-pdf-1837570402501 
 
https://www.nice.org.uk/guidance/cg84/resources/diarrhoea-and-vomiting-caused-by-
gastroenteritis-in-under-5s-diagnosis-and-management-pdf-975688889029 
 
https://www.nice.org.uk/guidance/cg189/resources/obesity-identification-assessment-
and-management-pdf-35109821097925 
 
https://www.nice.org.uk/guidance/ph11/resources/maternal-and-child-nutrition-pdf-
1996171502533 
 
https://www.nice.org.uk/guidance/ng69/resources/eating-disorders-recognition-and-
treatment-pdf-1837582159813 
 
http://www.rcpsych.ac.uk/pdf/CR168summary.pdf 
 
https://www.nice.org.uk/guidance/ng20/resources/coeliac-disease-recognition-
assessment-and-management-pdf-1837325178565 
 
https://www.nice.org.uk/guidance/ph56/resources/vitamin-d-supplement-use-in-
specific-population-groups-pdf-1996421765317 
 
https://www.nice.org.uk/guidance/cg37/resources/postnatal-care-up-to-8-weeks-after-
birth-pdf-975391596997 
 
https://www.nice.org.uk/guidance/ng129/resources/crohns-disease-management-pdf-
66141667282885 
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https://www.nice.org.uk/guidance/cg116/resources/food-allergy-in-under-19s-
assessment-and-diagnosis-pdf-35109392795845 
 
https://www.nice.org.uk/guidance/ng61/resources/end-of-life-care-for-infants-children-
and-young-people-with-lifelimiting-conditions-planning-and-management-pdf-
1837568722885 
 
http://www.valeofyorkccg.nhs.uk/rss/data/uploads/mental-health/children/gp-
guidance-in-managing-eating-disorders-in-children.pdf 
 
https://www.rcpsych.ac.uk/docs/default-source/improving-care/better-mh-
policy/college-reports/college-report-cr168.pdf?sfvrsn=e38d0c3b_2 
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Appendix 6 
 
Nutritional Governance Structure 
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Appendix 7 
 

Implementing the International Dysphagia Diet  
Standardisation Initiative (IDDSI) 

 
Introduction 
 
Dysphagia is the medical term for swallowing difficulties and a sign or symptom of disease or 
frailty. This could be neurological, muscular, physiological or structural. Dysphagia affects 
people of all ages in all types of care setting. Without careful management by a team of 
qualified health care professionals, dysphagia can have a significant impact on health status 
and can result in malnutrition and chest infections. Between 2016-2017, 286 choking 
episodes resulting in death were recorded in the UK, 85% of which were caused by food. 91% 
of choking episodes were amongst adults over 45 years old despite children being deemed to 
be at the greatest risk. This figure was a rise of 17% on the previous 2 years. It is accepted 
that altering the consistency of a person’s diet and fluid can make them safer to swallow, and 
therefore reduce the risk of aspiration and food related choking incidents. 
 
Background 
 
Terms for fluid thickening, such as ‘custard thickness’, have varied locally and numerical 
scales have been used by industry. National standard terminology for texture modified food, 
including terms such as ‘fork-mashable’ was agreed in 2011 and widely adopted by hospitals 
across the nation. However, local variations have persisted for both food and fluid texture, 
confusing patients, carers and healthcare staff, and consequently posing a risk to patient 
care. 
 
The International Dysphagia Diet Standardisation 
Initiative (IDDSI) was founded in 2013. Its aim was 
to develop global standardised descriptions for 
texture modified foods and thickened fluids 
consumed by individuals with swallowing difficulties 
(dysphagia). The goal was to create descriptors that 
are culturally inclusive and could be used across all 
ages, in all health and care settings. After 3 years of 
work, the IDDSI committee released the final 
framework in March 2019 which been endorsed by 
NHS England, The British Dietetic Association 
(BDA) and Royal College of Speech and Language 
Therapists (RCSLT).  
 
The Framework 
 
The new framework consists of  8 levels where drinks are measured Level 0-4 and foods 
measured from Level 3-7. These are identified by numbers, text labels and colour codes. 
Descriptors are supported by simple measurement methods that can be used to determine 
the texture level of a food or drink. 

Pack page 64



Page 41 of 42 
 

 
 
Implementation  
 
Implementation of the IDDSI framework was a multidisciplinary approach. The Trust was first 
alerted in June 2018 to immediately commence work towards a transition from current texture 
descriptors to a new framework which must be implemented by April 2019. The transition was 
communicated through the Trust intranet page and posters in all ward areas. Nursing staff 
attended training sessions which highlighted the difference between the old descriptors and 
the new levels, and had the opportunity to practice thickening fluids using ‘Thick and Easy 
Clear’ which was to replace the thickener in use at the time. Regular meetings between 
catering, Dietitians and Speech and Language Therapists were held, and a tasting session 
with Apetito (provider of the Trust’s texture modified meals) was carried out under the 
supervision of a SLT to ensure the meals complied with the IDDSI framework. 
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Appendix 8  
 

Document History/Version Control 
 
 

Version Date Comments Author 
1 December 

2011 
Discussion at Executive Team, 
Clinical Governance Board and Trust 
Nutrition Group 

Dietetics 

2 June 2015 Emailed around Trust Nutrition Group 
members for consultation. Agreed at 
Trust Nutrition Group and Quality and 
Governance Committee. 

Dietetics 

3 September- 
October 2019 

Approved at Dietetic Business and 
Governance Meeting, Nutritional 
Operational Group, Patient Safety and 
Harm Group. 

Dietetics 

 
 
 

Review Process Prior to Ratification: 
 

Name of Group/Department/Committee Date 
Nutrition Operational Group 8th October 2019 
Patient Safety and Harm Group 16th October 2019 
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REPORT TO THE BOARD OF DIRECTORS REF: BoD 19/12/06ii 

SUBJECT: VOLUNTARY SERVICES STRATEGY 

DATE: 5 DECEMBER 2019 Private & Confidential 

PURPOSE: 

 Tick as  
applicable   Tick as 

applicable 
 For decision/approval  Assurance  

For review   Governance  
For information   Strategy   

PREPARED BY: Patient Experience and Voluntary Services Team 
Gill Feerick, Head of Quality & Clinical Governance 

SPONSORED BY: Jackie Murphy, Director of Nursing & Quality 
PRESENTED BY: Jackie Murphy, Director of Nursing & Quality 
STRATEGIC CONTEXT  

NHS Trusts are organisations that are rooted in their communities. Through its size and scale, 
the NHS can positively contribute to local areas in many ways beyond providing health care.  

EXECUTIVE SUMMARY  

The Trust has a Voluntary Services Policy (2018-2020) which provides the framework for the 
recruitment and management of volunteers at Barnsley Hospital NHS Foundation Trust 
(BHNFT).   This two year strategy seeks to enhance the formal policy and details the vision and 
strategy for volunteering at BHNFT and the impact this will have on supporting achievement of 
the Trust’s strategic aims and objectives. 

RECOMMENDATION  

This paper seeks the approval of the Board of Directors.  
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Volunteer Strategy  
2019 – 2021 

 

 
“Volunteers make the difference” 
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“Volunteering is a powerful force for 
change, both for those who 
volunteer and for the wider 

community.   Volunteers offer 
support, expertise and innovation to 
any organisation, enhancing impact 

and adding value.” 

Volunteering Compact Code of Good Practice 

 

“Every person who 
volunteers their time, care 

and compassion is a valuable 
asset, and we appreciate 
their commitment to our 

patients.” 

Richard Jenkins – Chief Executive 

 

“We are very proud of our volunteers 
and consider them an indispensable 

part of our hospital.” 

Trevor Lake - Chairman 
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Policy & Background 

The Trust has a Voluntary Services Policy (2018-2020) which provides the framework for 
the recruitment and management of volunteers at Barnsley Hospital NHS Foundation Trust 
(BHNFT).   This two year strategy seeks to enhance the formal policy and details the vision 

and strategy for volunteering at BHNFT and the impact this will have on supporting 
achievement of the Trust’s strategic aims and objectives. 

Volunteering Definition 

Volunteering England defines volunteering as: 

“Any activity that involves spending time, unpaid, doing something that aims to benefit 
the environment or someone (individuals or groups) other than or in addition to, close 
relatives.  Central to this definition is the fact that volunteering must be a choice freely 
made by each individual.  This can include formal activity undertaken through public, 

private and voluntary organisations as well as informal community participation.” 
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Our Vision for Volunteering….. 

NHS Trusts are organisations that are rooted in their 
communities, sometimes referred to as ‘anchor 
institutions’. As a Trust we want to positively contribute to 
our local area using our local population to help us do this. 

‘Volunteers make the difference’. Here at Barnsley 
Hospital our vision for volunteering is to enrich the 
experience of patient’s, visitors and staff and to use our 
volunteers to help shape the way in which we provide 
care.  

We value the contributions of everyone who volunteers 
for us whether directly with our patients, or in other areas 
such as fundraising and support services.  

We will continue to create and develop opportunities for 
local people to volunteer at Barnsley Hospital by 
developing and enhancing links with local statutory and 
voluntary partners and with HelpForce, (a national 
movement to improve the lives of NHS staff and patients 
through the power of volunteering), with the ultimate aim 
of achieving a cohort of 300 volunteers working across our 

services. A part of this aim is to ensure targeted 
recruitment to encourage and support volunteers from all 
areas and all groups from our local community. 

We will align our vision for volunteering to the Trust’s 
agreed objectives and core values: 

• Patients:  will experience outstanding care 

• Partners:  we will work with partners to deliver 
better, more integrated care 

• People:  will be proud to work for us 

• Performance:  we will achieve our goals sustainably 

Our values:  

• Treat people how we would like to be treated 
ourselves 

• We work together to provide the best quality care 

• We focus on your individual and diverse need. 
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Promoting and supporting volunteering is our 
opportunity to enhance quality, reduce inequalities 
and improve outcomes in health, public health and 
social care. We want to use our volunteers to support 
us in creating services that are more responsive to local 
needs and more engaging to the ‘hard-to-reach’ 
communities.  

We are aware of people and groups of people that we 
would like to engage more with but that currently do 
not participate in our volunteering activities. We are 
committed to identifying and implementing strategies 
to make our volunteering services more engaging and 
accessible. We will aim to define the characteristics of 
the hard to reach, what barriers there are to accessing 
them, and what strategies we can use to engage them 
more effectively.  
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Our goals 

 

 

 

How we will achieve this: 

• Promote volunteering opportunities across local 
volunteering networks and through collaborative 
working with Voluntary Action Barnsley and local 
partners 

• Promote volunteering opportunities through social 
media, targeted recruitment drives, local colleges 
and schools 

• Develop student specific volunteering roles and 
work experience opportunities for the young 
people of Barnsley 

• Provide clear and understandable information on 
the application process for asylum seekers and 
volunteers 

• Enhance the support available to volunteers with 
disabilities by offering mentoring and peer support 
from existing volunteers 

• Introduce flexible and short-term volunteering 
opportunities such as the Young Person’s 
volunteering project 

 

 

 

 
How we will achieve this: 
 

• Targeted training for volunteers, in addition to 
corporate induction will be provided to enable 
them to carry out specific roles e.g. End of Life, 
Nutritional Support, Chaplaincy, HomeFirst Project, 
support to deliver Enhanced Care 

• Ensure that staff are informed and briefed on how 
to supervise and manage volunteers in their area 

Goal One: Increase the diversity and the number of people 
volunteering at Barnsley Hospital in order to support key 
services and enhance the overall patient experience. 

 

 

Goal Two: Improve good practice in volunteer management to 
ensure our volunteers receive the right support, training and 
engagement that helps enrich their contribution as a volunteer. 
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and that volunteers are working to an agreed role 
outline. This will be done by close monitoring from 
the Voluntary Services Coordinator and including 
volunteers in team communication briefs so they 
are clear about their roles  

• Develop a volunteer expenses policy and process 
for monitoring volunteer’s expenses 

• Ensure recruitment policies and procedures are in 
line with local HR policies and best practice 
guidance 

• Develop a code of conduct within the Volunteers 
Agreement, that is closely aligned to the Trust 
Values and Behaviours framework  

• Improve processes that measure the impact of 
volunteers on delivery of services 

 

 

 

 

 

 

 

How we will achieve this: 

• Local networking and sharing of best practice 
through local and national Voluntary Service 
networks 

• Scope the involvement of volunteers in wider 
organisational improvement work. This will include 
collaborative working with partners and 
community groups across integrated pathways of 
care 

• Support the inclusion of volunteers in wider 
quality improvement initiatives such as the 
therapy led ‘HomeFirst’ service and explore 
options for support in the delivery of ‘Enhanced 
Care’ 

Goal Three: Improve collaborative working with key 
partners to explore new and enhanced opportunities for 
our volunteers.  
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• Volunteers are uniquely placed to provide insight 
on patient experience in the areas in which they 
are placed and should be invited to be involved in 
service re-design and improvement work         

Why volunteer? The benefits  

Nationally volunteering is recognised for the valuable 
contribution it makes to health, public health and social 
care.   In recent years volunteering has reached a higher 
national profile and there is improved recognition of the 
powerful impact volunteers can have in improving health 
and social cohesion. 
 
Volunteers at Barnsley Hospital have a positive impact on 
individuals, the organisation and the local communities. 
Volunteers gain life experiences, social skills and a sense 
of achievement and belonging.     
 
We recognise that for some an important aspect of 
volunteering is the opportunity to develop their skills 
and experience. For example, young people interested 
in a career in health and care may see volunteering 
as a way to gain relevant experience in the sector, with  
many health and social care courses requiring evidence  

of experience or volunteering. People who have been 
long-term unemployed may find volunteering a way to 
build confidence and gain experience to help them get 
back into employment. 
 
The benefits of volunteering for our organisation:    

 
 Enhance patient experience  

 Reduce the potential for negative complaints 
and feedback 

 Provide a welcoming & friendly place 

 Provide greater understanding and insight 
into patient needs 

 
The benefits of volunteering for individuals: 

 
 Build confidence 

 Build up new social networks 

 Improve physical and mental health and 
wellbeing 

 Provide and enhance career options  
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Our commitment to volunteering 
 
Volunteering is a two way process whereby volunteers 
improve the service and reputation of the Trust and gain 
personal benefits from the act of volunteering.  Many are 
motivated to give something back to the NHS and have a 
strong commitment to enhancing the care we provide.   
Our commitment to volunteers is: 
 

• To provide valuable experience for our volunteers. 
• To recognise and celebrate the contribution of 

volunteers.  We do this through our annual social 
event and awards evening, long service awards, and 
through the Trust’s staff recognition initiatives such 
as the ‘Heart Awards’. 

• To provide training for volunteers which is both 
corporate and role specific for the areas in which 
they are deployed. 

• Reimburse travel expenses. 
• Treat our volunteers with respect at all times and 

ensuring that they are treated fairly and in 
accordance with Trust policies. 

• Resolve difficulties and grievances that volunteers 
may have whilst volunteering. 

• Communicate effectively with our volunteers and 
involve them in wider improvement work.     

• Conduct an annual volunteers’ feedback 
questionnaire and produce volunteer newsletters.    

• Participate in National Volunteers’ Week and 
promote opportunities for involvement via social 
media and the Trust website. 

• Provide volunteers with a uniform, and 
identification badges. 

 

Continuous feedback and development 

Ensuring continuous feedback and evaluation of our 
volunteering roles and services is an essential part 
of us being able to improve and develop how we do 
things and ensure we are delivering the very best 
services for our patient’s, visitors and staff.  We will 
implement robust systems for obtaining volunteer, 
user and staff feedback. We will work to improve 
communication via a volunteer feedback survey and 
newsletter to share key corporate messages and 
developments across the Voluntary Services team. 
We will ensure that: 
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• All our volunteers are trained and 
appropriately supported for the role they 
undertake 

• The continuing development of the 
volunteer’s skills, competence and knowledge 
is recognised as being integral to ensuring 
high-quality care. Our volunteers will be  
proactively supported and encouraged to 
acquire new skills as required 

• Where appropriate our volunteers are used 
to improve outcomes for our patient’s 

• We will continuously identify new development 
opportunities for our volunteering roles and where 
applicable include our volunteers in service 
improvement  

• Retention of our volunteers will be closely 
monitored with feedback on achievements and 
suggestions for improvements gathered via a 
structured leaver’s process.  

 

What our volunteers do? 

The Trust has a cohort of between 260 to 300 volunteers 
deployed across the following areas: 

 Inpatient Wards 

 Outpatient Departments 

 The Emergency Department 

 The Well – Cancer Support Centre 

 Meet & Greet 

 Patient Advice 

 End of Life Support 

 Nutritional Support 

 Coffee Shop 

BHNFT Volunteers 

Barnsley Hospital is committed to providing equal 
opportunities that are accessible and inclusive to all 
including individuals with disabilities. 

Our volunteer cohort at Barnsley Hospital NHS Foundation 
Trust is currently drawn from a diverse cross section of 
our local communities and from a wide age range and 
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demographic profile.  Some current and ex-members of 
staff are also volunteers.   

A key priority detailed in this strategy will be to continue 
to develop and expand our volunteer membership and to 
deploy volunteers in innovative and new role outlines.   

We will continue to expand the number of young 
volunteers through the Young Volunteers’ Programme and 
through collaborative working with Barnsley College and 
other local educational establishments.  

We will also seek to further develop partnerships and links 
with voluntary service teams in other hospital Trusts. 

Monitoring and Governance 

We will undertake an annual review of the impact 
volunteers have on the provision and quality of Trust 
services. This will involve feedback from volunteers, staff 
and patients/carers. The information gathered will help 
inform and improve the effectiveness of our local 
volunteer services. 

The Trust Voluntary Services team is made up of two full-
time coordinators who are responsible for the recruitment 
and selection process of new volunteers to the 
organisation. The team also closely monitors the voluntary 
services coffee shop provision as well as acting as 
stakeholders in new initiatives such as the HomeFirst 
programme.  

Reporting on the voluntary services function and wider 
governance is via the Patient Experience Group (PEG) who 
in turn report to the Quality & Governance Committee. 

PEG meets every two months and updates on 
implementation of this strategy will be reported and 
monitored through this group.  

This strategy will be reviewed and updated in July 2020 
when the objectives and annual action plan will be 
reviewed. 
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Conclusion 

This strategy will support the recruitment of more 
volunteers including young people and those from diverse 
backgrounds to enhance patient experience at BHNFT.   
The strategy will be shared with all Trust staff and 
volunteers. 
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What our Volunteers say 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

‘’To anyone thinking of becoming a volunteer, I would 
say have a good think about where you would like to 
volunteer. Whether this is the Coffee Shops, PALS, 
Meet & Greet, the Wards, Clinics, The Chapel, decide 
and apply. You will make many friends and feel a 
massive sense of pride and achievement. I promise 
you will not regret it, it has changed my life and I am 
so thankful for the opportunity. ‘’ 

 

‘’I do feel valued as a volunteer and I know that the 
nursing staff appreciate the jobs that we as volunteers do 
for them. I would say that whatever you do, where ever 
you volunteer, the satisfaction you get from the ‘little 
jobs’ is second to none. You are always, always 
appreciated.’’ 

 

‘’If I was asked what it was like to be a volunteer at 
Barnsley Hospital, I would tell them it was a very 
worthwhile job. Volunteers all over the Hospital do a 
great job and I know they feel the same as me! You get to 
know the patients and staff and even some of the 
Doctors. But if anyone is thinking about being a volunteer, 
think no more’’ 

 Pack page 80

mailto:barnsleyhospital.volunteers@nhs.net


 

 

Voluntary Services    Telephone: 01226 434979    Email: barnsleyhospital.volunteers@nhs.net  14 

 

Appendix One: Existing Role Outlines 

The Trust has a cohort of 271 volunteers. During 2019/20, to support planned initiatives laid out in this strategy, the 
Trust will seek to expand and maintain the number of volunteers at approximately 300.  

This figure is based upon upcoming need and what can be supported by the Voluntary Services team in managing the 
recruitment and turn-over of volunteers.  

Title – Volunteer Role Outline Description 

Nora Newman End of Life Volunteer 
Companion 

To provide comfort and support to patients, their families or carers at their time of need. 

Fracture Clinic To provide a voluntary support to nursing staff in the Fracture Clinic/Plaster Room department, 
whilst maintaining respect for the individuality, confidentiality and dignity of all patients. 

Peer Support Infant Feeding To provide voluntary peer support with Infant Feeding 

Library There are two areas of the Patients & Staff Library service – one is volunteering in the Library itself 
and the other is going out onto the wards with the trolley full of books for patients to use during 
there stay on the ward.    

Meal Time Support Volunteer To assist the staff in the support of feeding patients, maintaining patient dignity and help the ward to 
function smoothly at mealtimes. 

PALS/ Meeters and Greeters To “Meet & Greet” patients and visitors to the Trust and assist them to appointments, dealing with 
any direction enquiries and directing enquirers to Main Reception or PALS/Women’s enquiry desk. 
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Outpatients – Surgical, Medical, 
Rheumatology, Ophthalmology, ENT, 
Breast, Chest) 

To assist patients and nursing staff in outpatient areas 

Audiology To assist patients and staff in Audiology 

The Well First point of contact for clients that use the well service and wider support to patients who use this 
service. 

Ward 22 To assist the staff in maintaining patient dignity and help the ward to function smoothly. 

Ward 37 To provide a voluntary support to the nursing staff on ward 37 and assisting in greeting parents, 
children and visitors. 

Chemotherapy Unit To provide assistance to the Chemotherapy Unit staff, patients and visitors.  

Antenatal Day Unit/Postnatal Unit To provide voluntary support to midwifery and support staff on the Antenatal/Postnatal Unit. 

Chapel To support and facilitate the attendance at a Sunday Church Service to those patients who would like 
to attend.    

Coffee Shop Assistants There is one Coffee Shop, situated in the outpatient entrance. The aim is to provide light 
refreshments in a relaxed atmosphere to patients, staff and visitors to the Hospital.    

Day Surgery & Endoscopy Unit To assist with house keeping and with the service of beverages and light snacks to patients after a 
day surgery procedures.    

Emergency Department To provide a voluntary support to nursing staff in the ED department, whilst maintaining respect for 
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the individuality, confidentiality and dignity of all patients 

Discharge Unit To assist patients and nursing staff in the Discharge Unit to ensure smooth running of the unit 

Intensive Care Unit To provide assistance to the Intensive Care unit staff, patients and visitors.  

To facilitate the initiation of a Therapy Dog service on the unit 

Diabetes To assist in the smooth running of a busy Diabetes Centre, assisting in areas such as Podiatry, Retinal 
Screening, Dietician and Diabetes Centre and to help maintain patient flow and assist where 
necessary. 

Ward 30 Volunteers to support an activity led programme for patients   

PLACE Assessment To assist in the PLACE assessments by inspecting ward/areas based on Environment, Facilities, Food 
etc.  

Hospital Charity Supporting improvement work to the hospital facilities and gardens 

Planned Expansion 

Title – Volunteer Role Outline Description 

HomeFirst Programme  Supporting therapists as part of the HomeFirst Programme  

Meal Time Support Volunteers – roll 
out to further wards/departments 

To assist the staff in the support of feeding patients, maintaining patient dignity and help the ward to 
function smoothly at mealtimes. Planned roll out to relevant wards/departments 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/12/06/07  

SUBJECT: FINANCE & PERFORMANCE ASSURANCE REPORT  

DATE: 5 December 2019  

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval x  Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Francis Patton, Non-Executive Director, Chair Finance & Performance 
Committee 

SPONSORED BY: Francis Patton, Non-Executive Director, Chair Finance & Performance 
Committee 

PRESENTED BY: Francis Patton, Non-Executive Director, Chair Finance & Performance 
Committee 

STRATEGIC CONTEXT  

The Finance & Performance Committee (F&P) is one of the key sub committees of the Board responsible 
for Governance.  Its purpose is to provide detailed scrutiny of financial matters, operational performance 
and people in order to provide assurance and raise concerns (if appropriate) to the Board of Directors and 
to make recommendations, as appropriate, on financial and performance matters to the Board of Directors 

EXECUTIVE SUMMARY  KEY: £k = thousands 
         £m = millions 

The aim of this report is to critically analyse and evaluate the financial and operational performance of the 
Trust in order to provide assurance to the Board. This will be accomplished by: 

- critically analysing and reviewing the financial performance in order to identify any opportunities or 
threats 

- critically analysing and reviewing the Cost Improvement Programme (CIP) in order to get assurance 
that it is on plan and will deliver the planned savings 

- critically analysing and reviewing the corporate performance in order to ensure that the Trust is 
delivering the optimum performance safely and negating any penalties 

- critically analysing the key people data and reviewing delivery of the People Strategy. 

- reviewing business cases at the six months anniversary in order to ensure that they are delivering 
planned benefits 

- critically analysing and reviewing the Board Assurance Framework (BAF) in order to ensure any risks 
to the strategic plan are identified and mitigated 

 
In terms of the finances the month seven position is a surplus position of £0.209m, against a planned 
deficit of £0.688m, which is £0.897m favourable to plan.  
 
In terms of the CIP programme £1.321m was delivered in month against a plan of £0.692m, £0.359m 
ahead of plan. Cumulative savings to date are £4.207m against a plan of £3.925m which gives a year to 
date positive variance of £0.282m.  
 
The cash position at the end of the month is £7.163m, which is £6.613m ahead of plan. The capital 
expenditure as at month 7 was £2.474m, which is £1.057m adverse to plan.  
 
Forecast outturn is £0.379 favourable to plan. 
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In terms of performance the Trust continues to do well with the 4-hour emergency access 95.2% in 
October, the Trust was compliant position for 2-week access at 93.7%, the 62-day access standard was 
met at 93.5% in September, the 38 day inter provider transfer access was not compliant at 60% against an 
85% Trust standard. The incomplete position for RTT shows delivery in September at 93.8% and 
Diagnostic wait performance remains compliant with 100% of patients accessing diagnostics within 6 
weeks. 
Sickness has increased by 0.32% on last month to 4.29% and appraisals remain steady at 93% and above 
the target rate. 
From an ICT perspective the committee received an update on Medway System C and ePMA.  
The committee received 

RECOMMENDATIONS  

This report therefore recommends that: 
- The Board notes the month seven financial performance and the forecast outturn to deliver on 

plan.  
- The Board notes the continuing good delivery of operational performance.  
- The Board notes the key workforce performance metrics.  
- The Board notes the ongoing delivery of Medway System C. 
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Subject: Finance & Performance Committee Assurance Report Ref: BoD: 19/12/05/07    

CHAIR’S LOG: Chair’s Key Issues and Assurance Model  

Committee / Group Date 28th November 2019 Chair 
Finance and Performance Committee November 2019 Francis Patton, Non Executive Director 
KEY: £k = thousands  /            £m = millions 

Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

1.  Finance  

At month seven the Trust has a consolidated year to date favourable position of £0.209m, 
against a plan of £0.688m deficit, which is £0.897m favourable to plan. Planned Provider 
Sustainability Funding of £4.996m has been accrued in full. In addition to this 
£0.379m has been accrued in relation to further 2018/19 bonus monies, which NHSI 
have requested be reflected in the 2019/20 position. The forecast for the year is also 
therefore £0.379m. 
 
Recent increased pressure has stretched the use of agency and whilst this is likely to 
increase the outturn position it is evident that the introduction of NHS Professionals has 
had a favourable impact in dampening down the growth in demand for agency staff. 
 
CIP is £4.207m against a plan of £3.925m, which is £0.282m favourable to plan. The 
cash position at the end of the month is £7.613m, which is £6.613m ahead of plan. The 
capital expenditure as at month 7 is £2.474m, which is £1.057m adverse to revised plan 
however the current forecast is for spending to be back on plan by year end. The capital 
programme currently has an unallocated allowance of £0.470m. This has been 
discussed by the executive team and will be allocated following a review of priorities.    
 
Use of Resources rating is 3, the key to the Trust delivering a higher Use of Resources 
rating relies upon consistently delivering a break-even position, and the conversion of 
Trust debt into equity (PDC) or the debt being classified as long term debt and therefore 
not due in year. 

Board For information 
and Assurance 

2.  Yearend 
Forecast  

The Trust continues to forecast a consolidated year end surplus of £0.379m, against 
a plan of break-even, which is £0.379m favourable to plan, although there is 
significant risk to be managed in future months. 

Board For information 
and Assurance 

3.  2019/20 Contract 
Update 

Contracts are over performing and officers are working closely with the appropriate 
commissioning representatives. Board For information 

and Assurance 

4.  CIP 

Month 7 saw actual savings of £1.321m against a plan of £0.962m resulting in an over 
achievement of £0.359m. Cumulative savings to date are £4.207m against a plan of 
£3.925m which gives a year to date positive variance of £0.282m. This month’s 
performance includes the savings expected in month 6 which were not released in time 
for capture last month. 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

The forecast overall programme position against target has for 2019/20 has increased 
slightly since last month from £6.803m to £6.825m (a rise of £0.022m) which gives a 
positive variance of £0.082m against the £6.743m target. In comparing the programme 
forecast value to this point last year, the value was £8.239m with a gap of £0.261m to the 
£8.500m target.  
Recurrency ratio has reduced slightly since last month, moving from 89% to 88% 
although this remains favourable to this point last year at 62%. 
There are 75 schemes in the programme (a reduction of 12 schemes since last month) 
with 50 schemes now at full maturity, an increase of 3 since last month taking the value 
from £6.173m to £6.595m, seeing a significant increase of £0.422m. In terms of 
remaining pipeline schemes, there is currently £0.230m of schemes at maturity level 1 & 
2. The ratio of schemes at full maturity is now 97% compared to 82% at the same point 
last year. 
Achievement of the £6.743m target is looking positive, but progression of the lower 
maturity schemes and a focus on delivery of fully matured schemes will be essential to 
ensure the forecast savings are achieved. 
In terms of the 2020/21 Programme work is on-going to formulate next year’s draft 
programme, however significantly more work is required in order to be prepared for 
2020/21. Currently the draft plans total £1.297m. In comparing this value to this point last 
year, the value of schemes was £4.600m and represents a significantly lower figure this 
year. In light of this the group were asked to further work up the 2020/21 schemes at 
pace in order to support the identification of financial values. This will be monitored 
through the CIP Steering Group meeting and progress reported monthly to the Finance & 
Performance Committee. 

 
 
 
Board 

 
 
 
For information 
and Assurance 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

5.  IPR 

The committee reviewed the IPR focusing on the key performance indicators around 
patient access, people and finance.  The Trust continues to deliver access to services in 
a timely manner for our patients. In terms of key messages: - 

- Emergency access & Patient Flow: The 4-hour emergency access standard was 
delivered in October at 95.2%. Despite a decline from September's performance, the 
Trust remains the only adult type 1 department to deliver the standard in October. 
October saw a significant period of sustained pressure in non-elective admissions at 
6% above plan and 4% above plan for ED attendances. Sustaining this excellent level 
of performance is very challenging given the increased activity levels in recent weeks. 

- RTT: The Trust's 18-week incomplete position remains compliant at 93.8% with only 
General Surgery and Oral Surgery not compliant at a specialty level. This position 
sees the maintenance of a compliant position in Trauma & Orthopaedics and 
improved access from September to October. The Trust reported 4 52-week 
breaches in Ophthalmology. This was a result of an administrative error and not as a 
result of capacity constraints. The Trust reported a 28 day breach following a 
cancelled operation due to capacity contraints on a re-booked operating list due to 
clinical reasons. 

- Cancer: The Trust delivered excellent 62-day access with 93.5% performance in 
September, much improved from August. However, is prudent to note that a number 
of Lower GI pathways were completed in October, with an adverse effect on October 
62 day access reporting. 2-week access was delivered at 93.7% and improvements 
made to strengthen the resilience of the breast service were also maintained to 
deliver the breast symptomatic 2-week standard at 98.1%. Work continues to improve 
the 38-day access standard which was not compliant at 60% against a standard of 
85%. Whilst it is not possible to accurately report on the latest position, the 
transformational work undertaken is having a positive impact. 

- Diagnostic Waits: Access to diagnostic tests improved slightly from 99.9% to 100% of 
patients receiving services within the 6-week standard 

Board For information 
and Assurance 

6.  
Emergency 
Department (ED) 
Plan for 300 
Attendances 

 ED has seen a significant increase in demand and regularly experiences over 300 
attendances daily. The overall staffing model has been reviewed by Executive Team 
colleagues and a plan to increase capacity in nurses, consultants and physicians 
associates has been approved. This is within the financial envelope. 

Board For information 
and Assurance 

7.  

Primary Care 
Streaming: 
Project 
Completion 
Report 

The report confirmed that the capital project was completed satisfactorily after some early 
issues regarding timescales and costs. The objectives have been achieved with regard to 
the environment to support GP streaming for appropriate patients and work continues to 
improve the patient flow to the most appropriate clinician in a timely way. 

Board For information 
and Assurance 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

8.  People 

In terms of workforce the reporting continues to evolve, and the committee complimented 
the team on the improvements made so far: - 
- Sickness Absence and Wellbeing: Sickness has increased by 0.32% on last month to 

4.29%. This is higher than the equivalent month last year when it stood at 4.17%. All 
CBUs with the exception of CBU1 saw an increase in sickness absence. CBU 1 is in 
amber for the first time this year at 3.97%. This is the third consecutive month of the 
overall sickness rate rising. The latest available national average sickness rate is 
4.12% as at June 2019. The Yorkshire and Humber sickness average for June 2019 
was 4.31%. Top reason remains anxiety/stress/depression with 45 people recorded 
on LTS, followed by 18 people due to MSK problems. Latest data suggests only 47% 
of return to work interviews have been recorded as completed. An amendment has 
been made to the RTW e-form to prompt managers to record. Senior OH/HR case 
conference for management of LT and complex cases is in place monthly to track and 
escalate cases as appropriate. 

- Staff Turnover: Turnover has risen further to 11.31%, an increase of 0.44% on last 
month and is outside the expected range. Highest staff group turnover was in Medical 
and Dental and Nursing and Midwifery.  Overall turnover has increased steadily since 
April when it was at 9.20 % to its current highest point of 11.31%. The top reason 
given for leaving remains promotion (46.26%) mainly to neighbouring Trusts to gain 
career progression. 

- Mandatory Training: Mandatory training compliance has risen to 90.42% and is being 
maintained above the target rate. 

- Appraisal rates remain steady at 93% and above the target rate.    
- Staff Survey returns: the return rate for the National Staff Survey was 70.8% which is 

the highest return nationally for similar organisations. 
- Flu vaccinations: the flu vaccination figure (for frontline staff) was 60.35% with a target 

to achieve 80% of frontline staff by February 2020.  
- The committee considered the overall pressures on people and acknowledged that 

work continues to identify those areas of risk with more targeted action being 
undertaken to present the trust as an employer of choice. 

Board For information 
and Assurance. 
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Log 
Ref Agenda Item Issue and Lead Officer 

Receiving 
Body, i.e. 
Board or 
Committee 

Recommendation
/ Assurance/ 
mandate to 
receiving body 

9.  
   ICT 

The committee received the usual ICT Strategy update with key areas covered as 
follows: - 
- System C Medway EPR project: We are currently on track for the Medway 

Programme go-live April 2020. The 3rd Data Migration run has completed with very 
favourable results; further trial runs are planned over the next few weeks. Medway 
Mondays started on the 23rd September and are scheduled for every Monday 11.30-
13.30. Training for users who are going to test the system is underway in preparation 
for the 1st round of User Acceptance Testing (UAT) early December. 

- ePMA (electronic prescribing and meds administration): £1.15M of EPMA funding has 
been approved subject to signing of an MOU by the trust Lead Contact - currently 
Michael Smith and Finance Director. There are a number of stipulations that need to 
be carefully agreed including committing the entire amount before 31st March 2019. 
These requirements have been risk accessed and at this point there are no concerns 
regarding committing the spend and assuring the assets prior to 31st March 2020.   

Board For information 
and Assurance 
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REPORT TO THE BOARD REF: BoD: 19/12/05/10 

SUBJECT:   FREEDOM TO SPEAK UP GUARDIAN ANNUAL REPORT 2018-2019 
DATE:          5 DECEMBER 2019 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable 
For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Jan Munford 
SPONSORED BY: Dr Richard Jenkins CEO 
PRESENTED BY: Jan Munford 
STRATEGIC  CONTEXT 
The Freedom to Speak Up Guardian (FTSUG) report links with the Trust Objectives in that it 
supports staff in the organisation to continuously seek out and reduce avoidable harm (patients) 
and the People Strategy by supporting the development of an open culture where staff believe 
that raising concerns is everyone’s everyday business. 
 
 
EXECUTIVE SUMMARY 
This annual report summarises the work undertaken by the FTSUG over the previous 12 months, 
outlines how the service has developed and the plans for the year ahead. 
 
Twenty staff raised concerns with the Freedom to Speak-Up Guardian during the 12 months to 31 
August 2019. Six are currently outstanding. 
 
Five new Freedom to Speak-Up Champions have recently been appointed to raise the profile of 
the Freedom to Speak Up initiative in the Trust. 
 
The Board of Directors is invited to review the activity to date, consider the current profile of the 
initiative and approve the report’s recommendations to raise the profile of the initiative. 
 

RECOMMENDATION(S) 
1. The support needed by the FTSUG should be reviewed to ensure it is sufficient for the 

expanding role; this is likely to include consideration of communications support and 
administrative support for awareness raising and education. 

2. The FTSU self-assessment toolkit should be used to identify areas for development and to 
inform an action plan for further FTSUG activities. 

3. The FTSUG should present to the Executive Team and Quality and Governance 
Committee on a regular basis, in addition to the annual report to Board. 

4. Raising concerns should be included in the trust induction for all new starters. 
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Subject: FREEDOM TO SPEAK UP GUARDIAN ANNUAL 
REPORT Ref: BoD: 19/12/05/10 

 
 

1. INTRODUCTION AND BACKGROUND 
 
       1.1 

The report by Sir Robert Francis, Freedom to Speak Up; an Independent review into 
creating an open and honest reporting culture in the NHS (2015) highlighted 20 Key 
Principles for NHS Trusts to implement, which included an emphasis on creating a 
culture of safety, raising concerns, culture free from bullying, visible leadership and 
valuing staff.  In addition, the review introduced the role of the Freedom to Speak 
Guardian to act as an independent and impartial source of advice to staff, with 
access to anyone in the organisation including the CEO, or if necessary outside the 
organisation. They can ensure that the primary focus is on safety issues,  that the 
case is handled appropriately, investigated promptly and issues addressed; and that 
there are no repercussions for the person who raised it. 

 
1.2 No-one should experience discrimination or be victimised for speaking up, but we 

know fear of this can prevent staff from doing so. Those who raise concerns via the 
FTSU process can expect to receive support and advice from the Trust’s FTSUG, 
as will managers with whom the concerns are raised. The role of the FTSUG is to 
be impartial and ensure that a fair and timely investigation into concerns takes 
place and that outcomes, actions and learning are shared. 

 
1.3 This report covers the period 1 September 2018 to 31 August 2019 

 
2. GUARDIAN STAFFING 
 

2.1 There is now one day a week of protected guardian time. When the FTSUG was 
first introduced, the time allocation requested by the FTSUG was 0.5 days per week 
but this was later increased at the request of the FTSUG. This year the FTSU 
capacity has been significantly enhanced by appointing five new champions.  This is 
in a non-contracted role and each champion has the full support of their manager. 
The champions come from five different areas within the organisation and they 
have increased the reach of the guardian into areas where visibility was not a daily 
occurrence. These include: 

 
o Assistive Technology department  
o PA from CBU1  
o Clinical audit department 
o Equality and diversity 
o Student support 

 
2.2 The current FTSUG came into post August 2018 when the previous post holder left 

the organisation and so this report covers their first year in post. 
 

3. CONCERNS 
 

3.1 Twenty cases have been opened during the period of 1 September 2018 to 31 
August 2019.  Six of these cases are currently open and staff are being supported 
to take forward the issues. The main themes from concerns have been: 
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• Patient safety 
• Attitude and behaviour of managers – alleged bullying culture 
• Values & behaviours within teams 

 
3.2 Within the data submitted, two cases were raised by staff members going through 

either the Capability or Disciplinary process. Both contacted the FTSUG due to their 
perceptions of lack of support from their managers or not understanding why they 
were going through these processes.  

 

  
 
 (20 concerns were raised during 2018-2019) 
 
3.3 Categories of concerns  
 

  
 

4. GUARDIAN ACTIVITIES  
 
4.1 A key function of the FTSUG is to raise awareness of the role and the importance of 

staff being able to safely raise concerns. To ensure all staff are aware, the FTSUG 
has attended a wide range of meetings which have included: 

 
• Student nurse inductions 
• Junior doctor induction 
• Teaching session at passport to management  
• Team meetings at the invitation of CBU 3 
• Production and distribution of posters 
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• Ward walks when able 
• Freedom to speak out awareness month October 2018 
• Attendance at quarterly regional meetings 
• Attendance at People and Engagement Group 
• Ad hoc meeting with the non-executive lead for FTSU 
• Monthly one to one’s wth Chief Executive 
• Liaison with Nick Mapstone, nominated Non-Executive Director for FTSU 

 
Further plans to raise awareness of the FTSU work and of the FTSUG role include: 
 

• Raising awareness with individual CBUs 
• Attendance at Patient Safety Group 
• To raise awareness with AHPs 
• To raise awareness with our business partners including BFS and ISS 
• Quarterly information stands in the restaurant 
• Half yearly slot at team brief 

5. CONCLUSION  
 
5.1 Twenty cases have been dealt with in 2018-2019. There is now one day a week of 

protected FTSUG time. Further strategy discussions will take place to determine 
guardian priorities. 

5.2 Awareness raising has been a key part of the role and further plans are in place. 
 

6. RECOMMENDATIONS 
 
         6.1 The support needed by the FTSUG should be reviewed to ensure it is sufficient for 

the expanding role; this is likely to include consideration of communications support 
and administrative support for awareness raising and education. 

         6.2 The FTSU self-assessment toolkit should be used to identify areas for development 
and to inform an action plan for further FTSUG activities. 

         6.3 The FTSUG should present to the Executive Team and Quality and Governance 
Committee on a regular basis, in adition to the annual report to Board. 

         6.4 Raising concerns should be included in the trust induction for all new starters. 
 
Jan Munford 
FREEDON TO SPEAK UP GUARDIAN 
October 2019 
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REPORT TO THE BOARD REF: BoD: 19/12/05/11  

SUBJECT: MORTALITY REPORT 

DATE: 5 December 2019 Private & Confidential 

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance   
For review   Governance   
For information    Strategy  

PREPARED BY: Jade Booth, Healthcare Information and Insight Service 
Tracey Radnall, Head of Patient Safety & Quality Improvement 

SPONSORED BY: Dr Simon Enright, Medical Director 
PRESENTED BY: Dr Simon Enright, Medical Director 
STRATEGIC CONTEXT  

The Trust has a 2019/20 goal to keep the overall Hospital Standardised Mortality Ratio (HSMR) 
within the statistically set limits for our hospital  
(Statistically set at ≥89 and ≤113) 

EXECUTIVE SUMMARY   
 
The report provides a range of statistics and learning from deaths that together provide a  
picture of mortality rates in the Trust.  
 
Crude mortality: Latest analysed data is to the end of October 19 and is 18.22 in month and 
19.50 year to date.  
 
SHMI: The latest available period is July 2018 – June 2019 (Q1) and was 101.0  
 
HSMR: Latest data from CHKS is to August 2019 and reports 94.16 for the preceding 12 month 
period.  
 
Disease-specific Focus: Sepsis HSMR: 110.29. Respiratory Failure: 141.96 
 
Mortality Screening: review compliance at 92.6% and SJR compliance at 100% 
 
Learning From Deaths:  The latest data shows assessments of excellent and good care in 
84% of care assessments reviewed. 
 
RECOMMENDATIONS  

The board is recommended to review and receive the report. 
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GOVERNANCE: Contributions to the Mortality report and a review of the statistics and learning, 
including recommendations for further investigation, are given scrutiny at the Learning from Deaths (LfD) 
group and the Clinical Effectiveness group (CEG) prior to presentation at the Quality and Governance 
committee.  
This includes peer comparison and a Non Executive Director takes oversight of the process at the Learning 
from Deaths group. 
 
1: MORTALITY STATISTICS 
  
1a: Summary Table 
 

 
 
1b: Crude Mortality (Latest Month October 2019) 
 
Financial Year No. of Deaths No. of Discharges* Crude Mortality Rate  

per 1000 Discharges* 
Weekend Crude Mortality Rate  
per 1000 Admissions** 

2016/17  946 41497 22.54 27.06 

2017/18  1060 43141 24.57 21.19 

2018/19 1076 45898 23.44 22.40 

2019/20 YTD 563 28797 19.50 15.50*** 

* Excludes Day cases, unless a death ** Deaths/Admissions on a weekend  

 
*** the number of weekend admissions increased due to elective activity during Q2 and the number of deaths 
decreased leading to a lower than expected YTD weekend crude mortality. 
 
 

 
 

1c: SUMMARY HOSPITAL-BASED MORTALITY INDICATOR (SHMI): 101.0 

The SHMI applies to non-specialist Acute Trusts and includes all in-hospital deaths and deaths 30 days after 
discharge. The latest data published in October 2019 was for the period (Q1) July 2018- June 2019.  

The SHMI is the ratio between the actual number of patients who die following hospitalisation at the trust and 
the number that would be expected to die on the basis of average England figures, given the characteristics of 
the patients treated there. The expected number of deaths is calculated from statistical models.  

Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19
HSMR 12 Month Rolling 108.53 108.93 109.77 110.12 109.36 109.80 106.64 104.93 103.31 102.84 100.47 99.17 96.91 96.91 97.92 95.36 94.16
Discharges 3574 3774 3658 3661 3884 3500 3965 3893 3969 4099 3790 4131 4146 4170 3807 4202 4044 3983 4445
Deaths 94 77 69 76 67 69 71 73 94 91 104 76 94 72 55 50 42
Expected Deaths 80.76 76.345 70 71 74 71 91 78 95 93 99 78 90 74 61 70 64
Crude Mortality Rate 29.66 22.52 22.42 24.04 19.05 22.86 19.67 20.55 25.70 28.30 24.80 22.03 24.12 21.10 21.01 15.47 17.06 20.09 18.22
SHMI 102 103 101 99 101
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BHNFT are within the upper and lower control limits set by NHS Digital (Lower: 0.89, Upper: 1.13)  

  

1d: HOSPITAL STANDARDISED MORTALITY RATIO (HSMR): 94.16 
 
• The 12 month rolling HSMR to August 2019 is 94.16 
• Applies to in-hospital mortality (excluding palliative care) and includes around 85% of mortality of deaths  
• BHNFT are within the upper and lower control limits set by CHKs (Lower: 89 Upper:113) 
• PEER GROUP: BHNFT review the HSMR against a Matched peer group of nine hospitals is chosen by our 

external informatics company (CHKS). This includes Trusts with a similar deprivation index (adverse effect 
on mortality) and a similar volume of cases treated. 

• The matched peer group has a range of HSMR values from 78 to 109. BHNFT currently has the third 
lowest.  

• RE-BASE: Each year all of the coefficients (parameters related to population, deprivation, environment 
and hospital activity) for the latest 5-year reference period are recalculated. This is called re-basing. 
Coefficients change over time, and may result in differences of up to 10% per year.  

• Last years rebase in May 2018 saw an increase in the HSMR nationally by an average of 10 points and at 
BHNFT from 95 to 107. Rebasing is due again this year but at this time the external analytics company 
(CHKS) does not have a planned completion date for the work. 

 

 
 
DISEASE SPECIFIC HSMR: 

GOVERNANCE: Disease specific HSMR is an agenda item at the LfD group and was also discussed at the 
November CEG meeting. Assurance was taken by both groups that actions are appropriate and effective. 
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1e: Respiratory failure, insufficiency arrest (Adult) HSMR: 141.96 (August 19).  

 

• The learning from deaths group was alerted in Q1 of a higher than expected HSMR for the diagnosis 
group Respiratory failure; insufficiency; arrest (adult) at 175.09.  

• This is one of the HSMR groups within Respiratory Medicine. A presentation of the work being 
undertaken by the NIV group took place at LfD and CEG and an update is due to presented again in 
May 2020.  

• Actions were put into place and any patient that is coded as respiratory failure has been reviewed by 
the Senior Resuscitation Officer since June. This has had a positive impact and is starting to show 
through on the HSMR which is now at its lowest point of 142 for this diagnosis group since early 2016.  

• Assurance can be taken from the downward HSMR trend in Respiratory Medicine from 158 in April to 
89 in this reporting period and its position remains within the lower limits of the statistically set 
parameters. 

 
 
1f: Sepsis HSMR: 110.29 (August 19)  
 
GOVERNANCE: Disease specific HSMR is an agenda item at the LfD group and was also discussed at the 
November CEG meeting. Assurance was taken by both groups that actions are appropriate and effective. 
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• An increasing trend in the Sepsis HSMR was identified and investigated using elevated HSMR 
methodology 

• Actions are in place to ensure senior coding verification and senior clinical review for the use of the 
sepsis code. Clinical review is carried out in conjunction with the coding team. 

• The effect of this work can be seen in the SPC chart with a change to the HSMR evident from April 
• PEER GROUP: The highest peer position is at 133 and although BHNFT has a more favourable 

position the work to deliver improvements in Sepsis remains a high priority. Regionally there are four 
other Trusts with Sepsis HSMR’s > than 113. 
 

2: LEARNING FROM DEATHS  
 
2a: Mortality Screening and Structured Judgement Reviews (SJR)  

GOVERNANCE: Compliance is an agenda item at the LfD group and is reported to CEG & Q&G. 

• Screening compliance is at 92.55% and SJR compliance at 100% 
• Mortality case note review screening or Medical Examiner review is carried out on all deaths apart 

from those that have already been investigated as part of a complaint or serious investigation. Some 
cases have a separate review process such as paediatric or learning disability case reviews and 
cases referred to the coroner are not screened. There is a defined escalation process for non 
compliance with sreening, however engagement is currently high. 
 

2b: Structured Judgement Reviews (SJR’s): Assessment of Care 
 
GOVERNANCE: The opinions on care judgement are detailed in the reports to CEG and Q&G. 
 
Within a structured judgement case note review there is opportunity to record an opinion on up to 6 care 
judgements and provide an overall assessment. Therefore the SJR learning does not represent patients but 
represents the percentage of care judgements. The data from the most recent six months shows 84.09% of 
care was excellent or good and 15.91% was below expected ( see escalations in next section) 

   
2c: SJR Escalation of Poor Care: 
 
GOVERNANCE: Escalations of poor care are discussed at the Patient Safety Panel 
 
Where an SJR (structured judgement review) identifies two or more below expected/poor care judgements, a 
second SJR is requested to confirm the judgement. If a second SJR finds two or more below expected/poor 
care judgements, an escalation report is provided to the Patient Safety Panel for review and action.  
 
In Q2 there were two escalations to patient safety panel. There are none in Q3 to date. 
 

1. Problems were identified with assessment, investigation, treatment and management plans, however 
there was no evidence of avoidability. The panel agreed a High level investigation should take place 

2. Problems identified with assessment and management plan, however there was no evidence of 
avoidability. The panel agreed a speciality review should take place. 

 
General learning points and themes from SJR's are fed back via the learning from deaths bulletin which is 
included in the CEG and Q&G report. 
 
2d :Medical Examiner update 
 
Three ME’s have been appointed in addition to the Lead ME and pending job planning should start in January 
2020. Feedback on the ME service from relatives is positive; they appreciate the service and more timely 
conversations are welcomed. The ME office is starting to feedback to individuals on comments received from 
relatives, which are to date positive. The ME provides updates to the LfD group. To date over 70 reviews have 
been carried out by the Lead ME and 40 by the ME Officer. 
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REPORT TO BOARD OF DIRECTORS REF: BoD: 19/12/05/12   
SUBJECT:   Integrated Performance Report: October 2019 
DATE:          5 December 2019  

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable 
For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Ben Brewis – Deputy Director of Operations 
SPONSORED BY: Bob Kirton – Chief Delivery Officer 
PRESENTED BY: Bob Kirton – Chief Delivery Officer 
STRATEGIC CONTEXT 
Strategic Objective 1 – Patients will experience safe care 
Strategic Objective 3 – People will be proud to work for us 
Strategic Objective 4 – Performance Matters 
EXECUTIVE SUMMARY 
1. Patient Access: 

Emergency access & Patient Flow:  
The 4 hour emergency access standard was delivered in October at 95.2%. Despite a decline from 
September's performance, the Trust remains the only adult type 1 department to deliver the standard 
in October. October saw a significant period of sustained pressure in non-elective admissions at 6% 
above plan and 4% above plan for ED attendances.  
 
RTT:  
The Trust's 18 week incomplete position remains compliant at 93.8% with only General Surgery and 
Oral Surgery not compliant at a specialty level. This position sees the maintenance of a compliant 
position in Trauma & Orthopaedics and improved access from September to October. The Trust 
reported 4 52 week breaches in Ophthalmology. This was a result of an administrative error and not as 
a result of capacity constraints. 
 
Cancer:  
The Trust delivered excellent 62 day access with 93.5% performance in September, much improved 
from August. However, is prudent to note that a number of Lower GI pathways were completed in 
October, with an adverse effect on October 62 day access reporting. 2 week access was delivered at 
93.7% and improvements made to strengthen the resilience of the breast service were also maintained 
to deliver the breast symptomatic 2 week standard at 98.1%. Work continues to improve the 38 day 
access standard which was not compliant at 60% against a standard of 85% 
 
Diagnostic Waits:  
Access to diagnostic tests improved slightly from 99.9% to 100% of patients receiving services within 
the 6 week standard 

 
2. Quality of Care: 

2.1 Patient Safety: 
Pressure Ulcers 
There have been 5 category 2 hospital acquired pressure ulcers reported this month.  Of these, 3 
resulted from lapses in care which is a reduction from the 6 reported last month.  There have 
been 5 hospital acquired medical device related pressure ulcers, one of which resulted from 
lapses in care. This was a category 2 and was the result of a blood pressure cuff being left in 
place for monitoring reasons. October shows a reduction in the numbers of category 2 pressure Pack page 100



ulcers resulting from lapses in care, However  continued education, training and Tissue Viability 
wards rounds will continue to ensure skin assessments are undertaken correctly and the 
principles of the React to Red training are implemented and embedded in care.  
 
Learning from RCAs has resulted in more robust system of monitoring and repositioning of 
medical devices in patient day to day care. The assurance of this work will be led by lead nurses 
and matrons 
 
FFT  
In house testing for the Friends and Family Test feedback in the Emergency Department has 
been carried out and has been successful. There were delays in CIMS moving testing into the 
live environment due to annual leave and work load. They have completed this today but the 
messaging has failed. The Trust Technical Applications Architect is working with CIMS to find a 
resolution.  

 
Incidents 
One incident resulting in severe harm 
• Delay in escalation of patient  (this incident has been confirmed as a serious incident in 

November) 
• One serious incidents reported in the month 
• 2019/23067 – Category 4 pressure ulcer where lapses in care have been identified (incident 

occurred in August 2019) 
 
Falls 
For this month there were 73 inpatient falls reported Trust wide, 14 were repeat falls. There was 
only 1 fall resulting in moderate harm or greater. This involved a patient injuring his finger 
stopping his fall, the RCA investigation found that the fall was unavoidable and all falls prevention 
interventions were in place. 
 
Infection Control 
2 cases of hospital attributed CDI cases were reported in October. One attributed to ward 21 and 
one to ward 29. Of these, the case on ward 29 was identified at BHNFT RCA meeting as 
unavoidable. The case on ward 21 has been deemed avoidable due to inappropriate prescribing 
of antibiotics. Neither case has yet been through the full PIR process. 

 
2.2 Patient Experience: 

During October the Trust received 21 new complaints. The primary theme was clinical care and 
treatment. The percentage of cases closed within agreed timeframe or agreed extension for the 
month was 100%. The average number of working days to investigate complaints was 57 days.  
74% of complaints closed within October were upheld or partly upheld.   The PA&C Team dealt 
with 176 concerns and 75 general enquiries (total 251) during the month. 
 

3. People:  
Sickness   
Sickness has increased by 0.32% on last month to 4.29%. This is higher than this month last year 
when it stood at 4.17%. All CBUs with the exception of CBU1 saw an increase in sickness absence. 
CBU 1 is in amber for the first time this year at 3.97%. This is the third consecutive month of the overall 
sickness rate rising.  The latest available national average sickness rate is 4.12% as at June 2019. The 
Yorkshire and Humber sickness average for June 2019 was 4.31%. Top reason remains 
anxiety/stress/depression with 45 people recorded on LTS, followed by 18 people due to MSK 
problems. Latest data suggests only 47% of return to work interviews have been recorded as 
completed. An amendment has been made to the RTW e-form to prompt managers to record. Senior 
OH/HR case conference for management of LT and complex cases is in place monthly to track and 
escalate cases as appropriate. 
 
Mandatory Training  
Mandatory  training compliance has risen to 90.42% and is now above the target rate. The topic area 
with the highest compliance is Moving and Handling Back Care Awareness (once only) at 97.68% and 
the lowest compliance is in Infection Control Level 2 at 82.81%. 
 
Staff Appraisal Rate  
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Appraisal rates remain steady at 93% and above the target rate.  Feedback on the new appraisal form 
and the quality of appraisals will be reported to the People and Engagement Group in November. 
 
Staff Turnover 
Turnover has risen further to 11.31%, an increase of 0.44% on last month and is outside the expected 
range .Highest staff group turnover was in Medical and Dental and Nursing and Midwifery.  Overall 
turnover has increased steadily since April when it was at 9.20 % to its current highest point of 11.31%. 
Feedback on the new Stay Discussion process to help improve retention will be reported at PEG in 
November. 20.89% of leavers completed exit questionnaires in Q2, majority of comments positive. Top 
reason given for leaving remains promotion (46.26%) mainly to neighbouring Trusts to gain career 
progression. 
 

4. Finance:  
• The overall financial position is £0.897m favourable to plan. This is distorted by £0.379m bonus PSF 

money relating to 2018/19 which is unplanned and accounted for in 2019/20. 
• Total income is £4.728m favourable to plan year to date. Clinical income variances being within 

elective, daycase, non elective and outpatients. 
• CIP achievement is favourable to plan by £0.282m year to date. 
• Cash is £6.613m favourable to plan.   
• Capital expenditure is £2.442m less than original plan. 

RECOMMENDATIONS 
Finance & Performance Committee is asked to receive and endorse the latest IPR 
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1. Purpose of the Report:

The purpose of this report is to inform the Trust Board and sub-committees of the latest position against key performance indicators, including operational and 

quality requirements mandated nationally, metrics detailed in the NHSi oversight model and those identified within the BHNFT Operational Plan for 2019/20. In 

addition, it provides Trust Board with information relating to activity delivered and finance, which are key drivers for sustainability.

This report details the latest validated information available.

A high level view of the Trust’s performance is available in the at a glance summary. Further details on the domains of quality, people, patient access and finance 

are available in more depth as part of the wider document.

2. Background and Introduction:

The well-led framework used by NHSi identifies effective oversight by Trust Boards as essential to ensuring Trusts consistently deliver safe, sustainable and high 

quality care for patients.

BHNFT provides an integrated performance report to Trust Board each month for assurance. The report outlines key performance against a number of quality, 

operational, financial and activity based indicators. The purpose of the report is to ensure Trust Board has timely and robust oversight of performance in key 

areas along with actions being taken to address required improvements.

Executive Summary 
October 2019 
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1 2 3 9 10 16 17 18 19 20 21

Planned Financial Position 

Income

Cost Improvement Programme

Cancer 

Diagnostic Waits

Sickness Absence

Mandatory Training

Staff Turnover

Staff Appraisal Rates

The 4 hour emergency access standard was delivered in October at 95.2%. Despite a decline from September's performance, the Trust remains the only adult 

type 1 department to deliver the standard in October. October saw a significant period of sustained pressure in non-elective admissions at 6% above plan and 

4% above plan for ED attendances. 

The Trust's 18 week incomplete position remains compliant at 93.8% with only General Surgery and Oral Surgery not compliant at a specialty level. This position 

sees the maintenance of a compliant position in Trauma & Orthopaedics and improved access from September to October. The Trust reported 4 52 week 

breaches in Ophthalmology. This was a result of an administrative error and not as a result of capacity restraints.

The Trust delivered excellent 62 day access with 93.5% performance in September, much improved from August. However, is is prudent to note that a number 

of Lower Gi pathways were completed in October, with an adverse effect on October 62 day access reporting. 2 week access was delivered at 93.7% and 

improvements made to strengthen the resilience of the breast service were also maintained to deliver the breast symptomatic 2 week standard at 98.1%. Work 

continues to improve the 38 day access standard which was not compliant at 60% against a standard of 85%

Access to diagnostic tests improved slightly from 99.9% to 100% of patients receiving services within the 6 week standard

Capital Plan

The overall financial position is £0.897m favourable to plan. This is distorted by £0.379m bonus PSF money relating to 2018/19 which is unplanned and

accounted for in 2019/20.

Total income is £4.728m favourable to plan year to date. Clinical income variances being within elective, daycase, non elective and outpatients.

CIP achievement is favourable to plan by £0.282m year to date.

Cash is £6.613m favourable to plan.  

Capital expenditure is £2.442m less than original plan.

Sickness - Sickness has increased by 0.32% on last month to 4.29%. This is higher than this month last year when it stood at 4.17%.. All CBUs with the

exception of CBU1 saw an increase in sickness absence. CBU 1 is in amber for the first time this year at 3.97%. This is the third consecutive month of the overall

sickness rate rising. The latest available national average sickness rate is 4.12% as at June 2019.. The Yorkshire and Humber sickness average for June 2019

was 4.31%. Top reason remains anxiety/stress/depression with 45 people recorded on LTS, followed by 18 people due to MSK problems. Latest data suggests

only 47% of return to work interviews have been recorded as completed. An amendment has been made to the RTW e-form to prompt managers to record.

Senior OH/HR case conference for management of LT and complex cases is in place monthly to track and escalate cases as appropriate.

Mandatory Training - Mandatory training compliance has risen to 90.42% and is now above the target rate. The topic area with the highest compliance is

Moving and Handling  Back Care Awareness (once only) at  97.68% and the lowest  compliance is in Infection Control  Level  2 at  82.81%.

Staff Appraisal Rate - Appraisal rates remain steady at 93% and above the target rate. Feedback on the new appraisal form and the quality of appraisals will be

reported to the People and  Engagement Group in November.

Staff Turnover— Turnover has risen further to 11.31% , an increase of 0.44% on last month and is outside the expected range .Highest staff group turnover

was in Medical and Dental and Nursing and Midwifery. Overall turnover has increased steadily since April when it was at 9.20 % to its current highest point of

11.31%. Feedback on the new Stay Discussion process to help improve retention will be reported at PEG in November. 20.89% of leavers completed exit

questionnaires in Q2, majority of comments positive. Top reason given for leaving remains promotion (46.26%) mainly to neighbouring Trusts to gain career

progression.

Referral To Treatment (18 weeks)
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Emergency Access

Planned Cash Position

Patients Partnerships People Performance  

BHNFT At-a-Glance 
October 2019 
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Patient 

Experience

Clinical 

Effectiveness

SHMI - Latest data Q1 June 19 -101

HSMR Rolling 12 month September 18 -August 19 - 94.2

Patient 

Safety

Complaints

During October the Trust received 21 new complaints.  The complaints were allocated as follows:  CBU 1 – 10, CBU 2 – 7, CBU 3 – 4 and Corporate Services 0.   The primary theme was clinical care and 

treatment.  The percentage of cases closed within agreed timeframe or agreed extension for the month was 100%.    The average number of working days to investigate complaints was 57 days.  74% of 

complaints closed within October were upheld or partly upheld.   The PA&C Team dealt with 176 concerns and 75 general enquiries (total 251) during the month.

Incidents

One incident resulting in severe harm

• Delay in escalation of patient  (this incident has been confirmed as a serious incident in November)

One serious incidents reported in the month

• 2019/23067 – Category 4 pressure ulcer where lapses in care have been identified (incident occurred in August 2019)

Patient Safety

Pressure Ulcers

There have been 5 category 2 hospital acquired pressure ulcers reported this month.  Of these, 3 resulted from lapses in care which is a reduction from the 6 reported last month. 

There have been 5 hospital acquired medical device related pressure ulcers, one of which resulted from lapses in care. This was a category 2 and was the result of a blood pressure cuff being left in place for 

monitoring reasons. 

October shows a reduction in the numbers of category 2 pressure ulcers resulting from lapses in care, However  continued education, training and Tissue Viability wards rounds will continue to ensure skin 

assessments are undertaken correctly and the principles of the React to Red training are implemented and embedded in care.

Learning from RCAs has resulted in more robust system of monitoring and repositioning of medical devices in patient day to day care. The assurance of this work will be led by lead nurses and matrons

FFT 

In house testing for the Friends and Family Test feedback in the Emergency Department has been carried out and has been successful. There were delays in CIMS moving testing into the live environment due 

to annual leave and work load. They have completed this today but the messaging has failed . The Trust Technical Applications Architect is working with CIMS to find a resolution. 

Patients Partnerships People Performance  

BHNFT At-a-Glance 
October 19 
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2 3 4 6 7

Domain KPI Standard
Standard
(Month)

Set By Current Qtr. Year to Date
Year-End 

Forecast 
Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19

Falls 785 (<) 65 BHNFT 73 467 801 83 72 70 66 72 76 71 55 70 47 75 73

Repeat Falls n/a BHNFT 14 87 149 13 14 14 11 19 17 17 5 13 5 16 14

Falls resulting in moderate harm or above 20 (<) 1 BHNFT 1 8 14 1 2 1 1 0 2 0 2 1 2 0 1

Hand washing 95% (>) National 97% 96% 96.9% 95% - - - - 94% 97% 97% 96% 99% 99% 97%

Pressure Ulcers category 2 (Lapses in care) G < 30, R >30 0 BHNFT 17 29 50 2 5 5 4 7 6 3

To eliminate pressure ulcers resulting from medical devices resulting in lapses of care. 2 9 15 4 3 0 2 0 0 1

Q - Hospital Acquired Clostridium Difficile 19 (<) 1 NHSE 2 15 26 1 2 0 2 2 1 1 2 2 4 3 2

Q - Serious Incidents - NHSE 1 14 - 9 4 2 2 5 2 0 2 2 4 3 1

Q- Total Number of Incidents Resulting in Death 0 0 National 0 2 - 0 1 0 0 0 0 0 0 0 2 0 0

Q-Total Number of Incidents Resulting in Severe Harm 0 0 National 1 6 - 1 1 1 1 0 1 0 2 2 0 0 1

Q- FFT Response Rate ED G >= 10%, R < 10% BHNFT 0.9% 2.0% - 1.3% 1.5% 6.2% 3.1% 0.4% 0.4% 0.9%

Q - FFT Response Rate IP G >= 10%, R < 10% BHNFT 32% 35% - 32% 35% 38% 44% 31% 31% 32%

Q- FFT Response Rate MAT G >= 10%, R < 10% BHNFT 57.6% 47.1% - 32.6% 39.9% 61.6% 45.2% 50.2% 37.0% 57.6%

Q-  FFT Positivity Rates - ED
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 84% 91% 90% 91% 66% 79% 61% 84% 86% 94% 95% 88% 81% 96% 84%

Q- FFT Positivity Rates - IP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 98% 97.4% 97% 97% 97% 97% 99% 98% 98% 98% 99% 98% 98% 92% 98%

Q- FFT Positivity Rates - OP
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 96.6% 95.7% 95% 94% 93% 96% 94% 96% 94% 96% 95% 96% 96% 96% 97%

Q- FFT Positivity Rates -Staff
G >87.5%, A >=82.5%-87.5%, R 

<82.5% (> )
BHNFT 72.1% 82.0%

 Complaints closed within target or agreed extension % G >90%, A >=70%-90%, R <70% (>) BHNFT 100% 100% 100.0% 96.9% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Q- Single Sex Breaches 0 0 National 0 0 - 0 0 0 0 0 0 0 0 0 0 0 0

Q - Duty of Candour Breaches 0 0 National 0 0 - 0 0 0 0 0 0 0 0 0 0 0 0

Q - VTE Screening Compliance G>= 95%, R < 95% NHSE 97.4% 98.2% 98.2% 97.2% 98.6% 98.1% 98% 97.8% 98.1% 98.2% 98.5% 98.2% 98.5% 98.2% 97.4%

Q - Sepsis-Antibiotics given within Hour of diagnosis G >= 90%, R < 90% National 92.9% 87.8% 85.5%

Q -  HSMR (Rolling 12 months) Latest Data is August 2019  - - - 104.9 103.3 102.8 100.5 99.2 96.9 96.9 97.9 95.4 94.2

Crude Mortality (Number of Deaths) - - - 80 102 114 96 92 100 88 79 65 69 80 81

SHMI (Rolling 12 months) Latest Data is June 2019 - - - 101.0 99.3 101.0

RAG Description

RED Failed Target

AMBER  
Failed by <5% (This tolerance does not apply to Cancer & A&E targets which will be RED if the target is not 

achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule for 2019/20 to be defined and included in IPR from May 2019

Quality Performance Scorecard

Patient Safety

Patient Experience

Clinical 

Effectiveness

Patients will experience safe care

Patients Partnerships People Performance  
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People and Patient Access Scorecard

Domain KPI Standard
Standard
(Month)

Set By Current Qtr.  Year to Date Forecast Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19

People will be proud to work for us

Staff Turnover (Rolling 12 months) G <=10%, A >10%-11%, R >11% (<) BHNFT 11.3% 9.2% 10.2% 10.6% 10.3% 9.3% 9.2% 9.3% 9.2% 9.8% 10.0% 10% 10.3% 10.9% 11.3%

Staff Appraisal Rate G >90%, A >=70%-90%, R <70% (>) BHNFT 93.0% 71% 91% 91.9% 91.2% 90.7% 90.2% 89.9% 7.6% 31.4% 86.5% 91.2% 92.8% 93.0% 93.0%

Mandatory Training G >90%, A >=85%-90%, R <85% (>) BHNFT 90.4% 90.7% 90% 87.9% 88.4% 88% 89% 90.3% 90.9% 91.3% 91.2% 90.7% 90.3% 89.8% 90.4%

Sickness Absence (In Month)
G <=3.75%, A >3.75%-4.25%, R >4.25% 

(<)
BHNFT 4.29% 4.12% 4.22% 4.45% 4.27% 5.03% 4.85% 4.63% 4.12% 4.10% 4.02% 4.31% 3.85% 3.97% 4.29%

Performance matters - Key Performance Indicators

RTT Incomplete Pathways (September 19) 92% (>) National 93.6% 94.7% 93% 95.3% 95.1% 95.7% 95.6% 95.2% 95.0% 94.7% 94.3% 93.5% 93.3% 93.8%

Q - Cancer 2 Week Waits 93% (>) National 91.4% 91.4% 92% 95.2% 96.2% 96.4% 95.6% 95.6% 93.4% 94.8% 85.8% 87.8% 93.3% 93.7%

Q - Symptomatic Breast 2 Week Waits 93% (>) National 77.8% 78.6% 88% 92.2% 93.6% 94.4% 95.3% 94.6% 92.1% 94.9% 48.4% 57.9% 82.8% 98.1%

Q - 31 Day - 1st Definitive Treatment 96% (>) National 99% 97% 98.5% 97% 99% 99% 94% 99% 95% 92% 97% 100% 97% 100%

Q - 31 Day - Subsequent Treatment (Surgery) 94% (>) National 100% 98% 98.5% 100% 100% 91% 100% 83% 91% 100% 100% 100% 100% 100%

Q - 31 Day - Subsequent Treatment (Chemotherapy) 98% (>) National 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100% 100%

Q - 38 Day - Inter-Provider Transfer 85% (>) BHNFT 57.7% 62.3% 66% 62.1% 92.3% 66.7% 50.0% 58.6% 61.9% 63.6% 70% 55.9% 70.6% 60.0%

Q - 62 Day - GP Referral to Treatment 85% (>) National 87.0% 83.8% 85% 85.7% 87% 85.4% 94% 89.2% 93.2% 78.0% 73.3% 88.8% 78.5% 93.5%

Q - 62 Day - Screening Referral to Treatment 90% (>) National 90.2% 93.9% 90% 92.0% 78.6% 89.5% 93.8% 100% 100% 79% 100% 100% 94% 100%

Q - 62 Day - Consultant Upgrade to Treatment 85% (>) BHNFT 91.4% 90% 95% 86% 100% 91% 100% 100% 100% 100% 75% 94% 100% 83%

Emergency % Patients Waiting <4 Hours 95% (>) National 95.2% 94.8% 94% 97.4% 96.7% 91.1% 92.9% 96% 96% 95.6% 95.6% 93.5% 91.3% 96.3% 95.2%

Average Length of Stay - Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 2.41 2.63 - 2.60 3.14 2.88 2.32 2.72 2.65 2.20 2.94 3.00 2.67 2.56 2.41

Average Length of Stay - Non-Elective (Spell) G <=3.45, A >3.45-3.91, R >3.91 (<) BHNFT 3.18 3.10 - 3.19 3.12 3.48 3.37 3.38 3.07 3.16 3.06 3.04 3.07 3.09 3.18

Re-admissions % (Validated) 8% BHNFT - 6.2% 7.7% 7.5% 8.4% 7.2% 8.5% 8.6% 7.8% 8.6% 8.6% 7.6% 7.6%

Cancelled Operations - Breaches of the 28 day rule 0 0 National 1 1 - 0 0 0 0 0 0 0 0 0 0 0 1

Cancelled Operations - Sitrep Reportable 0.8% BHNFT 0.8% 0.5% 0.6% 0.4% 0.3% 0.8% 0.2% 1.1% 0.5% 0.7% 0.4% 0.7% 0.5% 0.6% 0.4%

DNA Outpatient DNA Rates
G <=7.2%, A >7.3%-8.5%, R >8.6% 

(<)
7.2% BHNFT 6.8% 6.8% 7% 7.0% 7.3% 6.4% 6% 6.5% 6.8% 6.9% 6.7% 6.6% 6.7% 7.1% 6.8%

RAG Description

RED Failed Target

AMBER   Failed by <5% (This tolerance does not apply to Cancer & A&E targets which will be RED if the target is not 

achieved)

GREEN Achieved Target

< Less Is Good 

> More is good

Q KPI is in the Quality Schedule 

NOTE: National Indicators such as Cancer, RTT, Cancelled Ops, etc. are considered as being either Achieved or Failed.  These are therefore RAG rated as Green or Red.

All other indicators are classed as Achieved or Failed with the exception of all Workforce KPIs, Average Length of Stay & DNA rates which detail the tolerances applied in the Target column.

Operational 

Efficiency

Workforce

Elective Access

Cancer

Patients Partnerships People Performance 
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Patients will experience safe care (Quality & Experience)

Nursing Staffing Fill Rate (Quality Strategy - Goal 4: Building on Capacity and Capability)

Ward 17
94% 82% - 100.0% 102% 142% - - 3.0 2.2 0.0 0.2 5.5

Ward 18
77.7% 89.3% 100.0% 100.0% 97% 125.8% 100.0% - 2.7 3.5 0.5 0.2 7.0

Ward 19 

Elderly
86.1% 90.6% - - 100.1% 122.7% - - 2.6 4.4 0.0 0.0 7.0

Ward 20 

ASU
70.6% 100% - 100.0% 92% 129.2% - - 2.4 4.6 0.0 0.2 7.2

Ward 21 
80.3% 94% - - 101.8% 116% - - 2.6 2.9 0.0 0.0 5.5

Ward 22 

Diabetes/E

ndo

70.6% 91.9% - - 100.0% 101.6% - - 2.5 2.4 0.0 0.0 4.9

Ward 23 

Frailty Unit
79.2% 131.0% - 100.0% 98.5% 129.3% - - 3.4 5.6 0.0 0.1 9.2

Ward 24
96.0% 110.1% - 100.0% 92.0% 124.0% - - 4.6 3.7 0.0 0.3 8.6

Ward 29 

SSU
100% 100.0% - - 98.5% 100% - - 2.2 1.6 0.0 0.0 3.7

Ward 30 

General 

Medical 

100% 100% - - 101.6% 100% - - 2.2 1.6 0.0 0.0 3.8

AMU
91.6% 90.6% - 100.0% 106.0% 106.8% - 100.0% 5.2 3.1 0.0 0.3 8.6

CCU
74.7% 87.2% - - 95% - - - 12.4 2.0 0.0 0.0 14.3

Ward 31 

SA 89.7% 118.4% - 100.0% 100.0% 96.3% - 100.0% 3.2 2.9 0.0 0.2 6.4

Ward 32
87.2% 89.8% - 100.0% 100.1% 98.5% - - 3.3 3.1 0.0 0.3 6.7

Ward 33
92.9% 101.1% 100.0% 100.0% 96.7% 127% - 100.0% 3.0 3.9 0.1 0.4 7.3

Ward 34
72.8% 69% 100.0% 100.0% 71% 103.3% - - 6.0 5.0 1.0 0.2 12.2

ITU
92% 113% - - 95% - - - 36.2 3.9 0.0 0.0 40.0

SHDU
94% 73% - - 94% - - - 15.1 3.4 0.0 0.0 18.6

AN/PN 
99% 102% - - 100% 100% - - 3.9 1.4 0.0 0.0 5.2

Birthing 

Centre 
97% 92% - - 99% 97.3% - - 30.7 5.3 0.0 0.0 36.0

Gynae 

Inpatient 

Ward

103% 100% - 100.0% 106% 100% - - 3.6 3.4 0.0 1.1 8.1

Ward 15 

NNU
90% 88% - 100.0% 97% 94.1% - - 8.9 1.2 0.0 0.4 10.4

Ward 37 

99% 130% - 100.0% 98% 79.4% - 100.0% 8.4 2.3 0.0 0.4 11.1

Care Staff
Ave fill rate 

Registered

Avg fill 

rateRegistered 

Nursing 

Associates %

Registered 

Nurses/Midw

ives

Overall

Ave fill rate 

Care staff 

(%)

Registered 

Nurses/Midwive

s Nursing 

Associates

340 - RESPIRATORY MEDICINE

Ave fill rate 

Care staff (%)

430 - GERIATRIC MEDICINE

501 - OBSTETRICS

110 - TRAUMA & ORTHOPAEDICS

300 - GENERAL MEDICINE

300 - GENERAL MEDICINE

110 - TRAUMA & ORTHOPAEDICS

100 - GENERAL SURGERY

307 - DIABETIC MEDICINE

192 - CRITICAL CARE MEDICINE

192 - CRITICAL CARE MEDICINE

Avg fill rate 

care staff 

Nursing 

Associates %

Avg fill 

rateRegistered 

Nursing 

Associates %

Avg fill rate 

care staff 

Nursing 

Associates %

320 - CARDIOLOGY

430 - GERIATRIC MEDICINE

303 - CLINICAL HAEMATOLOGY

300 - GENERAL MEDICINE

320 - CARDIOLOGY

300 - GENERAL MEDICINE

502 - GYNAECOLOGY

422 - NEONATOLOGY

501 - OBSTETRICS

A monthly nurse staffing paper is presented to the Quality and Governance 

Committee. This paper presents in depth information on all aspects of nurse 

staffing including; vacancies, risk areas and mitigation of risk. The paper 

also triangulates nursing staffing against a heat map of harm. There is a full 

discussion at each meeting regarding this paper.    A six monthly review of 

nurse staffing is also undertaken and presented to Board      

                                

BHNFT is committed to ensuring that levels of nursing staff, match the 

acuity and dependency needs of patients in order to provide safe and 

effective care. Nurse staffing includes:               

                                

Registered Nurses                                                                                           

Registered Midwives    

Nursing Associates Registered 

Trainee Nursing Associates                                                                               

Unregistered health care/midwifery care assistants                                                                                        

Unregistered nursing/midwifery auxiliaries.                        

                                                                

The Trust uses an e-rostering system with duty rosters created eight weeks 

in advance to ensure the levels and skill mix of the nursing staff on duty are 

appropriate for providing safe and effective care. This allows for 

contingency plans to be made where the roster identifies that the planned 

staffing falls short of the minimum requirement, for example where there 

are vacant nursing posts or staff appointed have not started in post.  These 

contingency plans can include:  moving staff from a shift which is above the 

minimum required level, moving staff from another ward/area which is 

above the minimum required level, or the use of flexible/temporary staffing 

from the Trust’s internal bank or via an external nursing agency.

Care Hours per Patient Day (CHPPD) is a CHPPD is a measure of workforce 

deployment that can be used at ward level and service level or aggregated 

to trust level and allows national and local benchmarking. In order to use 

CHPPD on a daily/shift basis to allow for contingency planning and 

matching staffing requirements to acuity and dependency  the trust is 

rolling Safecare as part of the electronic rostering system  however this has 

caused some data issues therefore must be read with caution. In October 

the CHPPD overall for the trust was 7.8 which is slightly above last month. 

Model Hospital has not yet released the national figure for October for 

comparison.

Care Hours Per Patient

Specialty
Ave fill rate 

Registered

N
u

rs
in

g 
St

af
fi

n
g 

Fi
ll 

R
a

te

301 - GASTROENTEROLOGY

100 - GENERAL SURGERY

420 - PAEDIATRICS

Care Staff 

Nursing 

Associates

Ward 

name

Day Night
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Performance Matters (KPIs)
Operational Efficiency

The Trust failed to deliver the Emergency access standard in the month of January at 91.1%. Activity is now 14% above plan for emergency department attendances and 6% above plan for non-elective admissions. Year to date, delivery is at 94.7% with a organisational effort focusing on the delivery of the 95% standard at year end

Comments:
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The Trust continues to validate readmissions via a daily process which feeds in to quarterly reconciled 

position with Barnsley CCG. Clinical audit of readmissions in key areas have demonstrated that there are no 

clinical concerns and that activity around ADT processes are in place and accurate, supported by the daily 

validation process.
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Diagnostic access remains strong with 100% of patients accessing diagnostic services within 6 weeks

Patients Partnerships People Performance  

7.8% 
7.1% 
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7.6% 
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6.0% 
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DNA Rates 

New Follow Up Total Standard 2017/18

Cancelled Operations target is '0' 

0.4% 

0.8% 

1.1% 

0.6% 

0.4% 

0.6% 

0.8% 
0.8% 

0.6% 

0.3% 

0.4% 
0.3% 

0.8% 

0.2% 

1.1% 

0.5% 

0.7% 

0.4% 

0.7% 

0.5% 
0.6% 

0.4% 

-0.1%

0.1%

0.3%

0.5%

0.7%

0.9%

1.1%

1.3%

1.5%
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Cancelled Operations 

28 Day Breaches % Cancelled Ops Standard

Cancelled Operations Target '0' 

7.5% 7.1% 
8.0% 7.6% 8.1% 

7.1% 7.2% 
7.8% 

7.1% 6.8% 
6.2% 

7.7% 7.5% 
8.4% 

7.2% 
8.5% 8.6% 

7.8% 
8.6% 8.6% 

7.6% 7.6% 

0.00%

5.00%

10.00%

Cumulative Validated Re-admissions 

0.7% 
0.8% 

1.0% 

0.1% 
0.2% 

0.5% 

0.0% 0.0% 

0.5% 

0.1% 

0.5% 

0.3% 
0.2% 

0.0% 0.0% 
0.1% 

0.0% 
0.1% 

0.3% 

0.1% 0.1% 
0.0% 

0.0%

0.5%

1.0%

1.5%

2.0%

P
e

rc
e

n
ta

ge
 o

ve
r 

6
 w

e
e

ks
 

Diagnostic Tests over 6 Weeks 

Standard Actual % 1920
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (1)
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October saw activity levels increase from September with demand reaching the record levels seen in July and August. Admissions to non-elective services in both medicine and surgery saw significant pressure with the requirement to 

escalate inpatient capacity to levels approaching predicted demand for a January period. Operational and clinical teams have managed the process well in October with additional planning sessions for weekend periods in place to 

oversee detailed plans.

Continued efforts to deliver a range of transformation projects include:

• November F&P will see investment proposal to future proof emergency services to deal with additional demand for emergency services in ED

.• The ‘longstaywednesday’ process has now been rolled out across the Trust. This is a multidisciplinary process to review all patients with a length of stay over 14 and 21 days. The collaboration takes place between partners from 

SWYFT, medical staff, social services and the Trust Discharge Matron.

• A transfer team will be trailed over winter. The unregistered nursing team will support with preparing patients for transfer in collaboration with portering services. The service will be managed by the Discharge Unit

.• The therapy led ‘home first’ pilot rolled out September 2019, this will be evaluated as part of the winter plan.

• Successful SAFER September event took place. This was a multidisciplinary approach to educate and involve frontline clinical staff in both SAFER concepts and also long length of stay.
C

o
m

m
en

ta
ry

85.5% 

89.9% 
91.1% 

90.3% 

93.0% 

95.4% 

92.1% 

97.2% 

98.6% 

95.4% 

97.44% 
96.70% 

91.09% 

92.85% 

96.04% 95.97% 95.64% 95.56% 

93.45% 

91.26% 

96.32% 
95.20% 

80%

82%

84%

86%

88%

90%

92%

94%

96%

98%

100%

0
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (2)

A&E benchmarking 
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Acuity analysis shows an expected increase as measured by EWS scores above. This is reflected in increased bed occupancy and mitigated by the flexible use of inpatient capacity
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Jan-18 Feb-18 Mar-18 Apr-18 May-18 Jun-18 Jul-18 Aug-18 Sep-18 Oct-18 Nov-18 Dec-18 Jan-19 Feb-19 Mar-19 Apr-19 May-19 Jun-19 Jul-19 Aug-19 Sep-19 Oct-19

No. Ambulance Handover Times (Pre-validated YAS) 

No. between 15 & 30 mins No. between 30 & 60 mins No. between 60 & 120 mins No. over 120 mins Not recorded

EWS = Amber only 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Emergency Access and Patient Flow (3)

ED Delivery Dashboard V4
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - 18 Week Referral to Treatment

As stated 

RTT 18 Week Performance - September 2019
Validated Position

Comments
Specialty <18 >18 Total %

CARDIOLOGY 550 5 555 99.10%

DERMATOLOGY 1090 81 1171 93.08%

E N T 1296 69 1365 94.95%

GASTROENTEROLOGY 1000 11 1011 98.91%

GENERAL MEDICINE 141 0 141 100.00%

GENERAL SURGERY 1737 183 1920 90.47%

GERIATRIC MEDICINE 154 0 154 100.00%

GYNAECOLOGY 939 33 972 96.60%

OPHTHALMOLOGY 1290 39 1329 97.07%

ORAL SURGERY 1151 185 1336 86.15%

OTHERS 865 61 926 93.41%

RESPIRATORY MEDICINE 256 2 258 99.22%

RHEUMATOLOGY 333 8 341 97.65%

TRAUMA AND ORTHOPAEDICS 1157 94 1251 92.49%

UROLOGY 778 66 844 92.18%

Total 12737 837 13574 93.83%
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Incompletes - Standard 92%

At the end of September overall Trust performance was 93.83%, compared with 

the target of 92%, making Barnsley Hospital the second highest performing trust 

in the country. All specialties were compliant other than General Surgery and 

Oral Surgery.

The Trust reported 4 52 week breaches in our ophthalmology service. These 

issues are not related to capacity shortfalls and patients have been treated 

without harm. A large scale analysis of all RTT data has commenced, supported 

by the North East of England Commissioning Support Unit (NECS) with reports 

and findings expected in December 2019

90% 92.37% 92.21% 
93.16% 93.37% 93.57% 94.35% 94.70% 95.08% 95.86% 95.32% 95.06% 95.71% 95.59% 95.20% 94.8% 94.74% 94.27% 93.53% 93.35% 93.83% 
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Incomplete Pathways 

Actual Standard
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer
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Actual Standard
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Actual Standard

38 Day Inter-Provider Transfers 
September performance remains below target despite a gradual 
improvement from the end of last and start of this financial year. 
September’s validated position of 60% shows a decrease on last month 
against a target of 85%.  Cancer Services have introduced various IPT data 
quality checks to aid the timeliness of submission and will commence a 
process of route cause analysis for all 38 day breaches from October 2019. 
Further analysis of the 10 September 38 day breaches shows that 80% 
would have been avoided by transformation work in the diagnostic phase 
of 4 key areas of improvement in Urology, Head & Neck, Lung and Upper 
GI 
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Performance Matters (KPIs)

Patients Partnerships People Performance  

Regulatory Performance - Cancer

Graph to follow from Cancer services

Graph to follow from Cancer services

Further Information

Two Week Wait

The Trust achieved an overall compliant position of 93.7% with Lung and Gynaecology most notably performing at 100% while non-compliant pathways have shown improvement to support the overall trust position. We continue to see the benefit

of the capacity forecasting tool used within Breast Services resulting in additional capacity being provided to deal with recent referral increases. Both breast two week wait and symptomatic performed above 98% with breaches limited to patient

choice only.

Breast Symptomatic

The validated position for September continues to improve on previous months (June 48.4%, July 58.6% and August 82.8%) with performance compliant for September at 98.1% against a target of 93%. Two breaches in total, both due to patient

choice. Early indications show an invalidated position of 94.6% expected for October which would also be compliant.

62 Day GP Referral to Treatment

September performance for 62 day GP referral to treatment was compliant at 93.5% against a target of 85% - much improved from last month (78.5%). Performance has been aided by a focus on four services (Lower GI, Head & Neck, Lung and

Urology) in areas such as front end diagnostics and the option of Straight to Test in Lower GI. 

62 Day Screening Referral to Treatment

The September validated position for 62 day screening was compliant with 100% against a target of 90%. This has also been the outcome for the previous three months.

62 Day Consultant Upgrade to Treatment

Performance for September Consultant Upgrades was non-compliant at 82.6% against a target of 85%. This was due to two breaches. One due to a delay in diagnostic testing and the other due to medical reasons.  
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62 Day - Urgent GP Referral to Treatment 

Actual Standard
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62 Day - Screening Programme 

Actual Standard
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High Level Summary 

  
Sickness  -   Sickness has increased by 0.32% on last month to  4.29%. This  is higher  than this  month last year when it stood at 
4.17%.. All CBUs with the exception of CBU1 saw an  increase in sickness absence. CBU 1 is in amber for the first time this year 
at 3.97%. This is the third consecutive month of  the overall sickness rate rising.  The  latest available national average sickness 
rate is  4.12% as at June 2019.. The Yorkshire and Humber  sickness average for June  2019 was 4.31%. Top reason remains 
anxiety/stress/depression with 45 people recorded on LTS, followed by 18 people due to MSK problems. Latest data suggests 
only 47% of return to work interviews have been recorded as completed. An amendment has been made to the RTW e-form to 
prompt managers to record. Senior OH/HR case conference for management of LT and complex cases is in place monthly to 
track and escalate cases as appropriate. 
 
Staff Turnover—  Turnover has risen further to  11.31% , an increase  of  0.44% on last month and is outside the  expected 
range .Highest  staff group turnover was in Medical and Dental and Nursing and Midwifery.  Overall turnover has increased 
steadily  since April  when it was  at  9.20 % to its current highest  point of 11.31%. Feedback on the new Stay Discussion 
process to help improve retention will be reported at PEG in November. 20.89% of leavers completed exit questionnaires in Q2, 
majority of comments positive. Top reason given for leaving remains promotion (46.26%) mainly to neighbouring Trusts to gain 
career progression. 
 
Mandatory Training  -  Mandatory  training compliance has risen to  90.42% and is now above the target rate. The topic area 
with the highest  compliance is  Moving and Handling  Back Care Awareness (once only) at  97.68% and the lowest  compliance 
is in Infection Control  Level  2 at  82.81%. 
 
Staff Appraisal Rate  -  Appraisal rates remain steady at 93% and above the target rate.  Feedback on the new appraisal form 
and the quality of appraisals will be reported to the People and  Engagement Group in November. 
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People - Trend Analysis 
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Patients Partnerships People Performance  

Please the latest Sickness absence  benchmarking data is only available  up to December 2018 
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16.00% Turnover Rates Comparison  

Turnover % Target
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Performance Matters
Activity

18/19 19/20 19/20

Actual Plan Actual Variance %

Elective Daycases 16,089 16,118 17,299 1181 7%

Elective Inpatients 2,043 2,039 2,291 252 12%

Elective Total 18,132 18,157 19,590 1433 8%

Non Elective Total 22,769 23,961 25,314 1353 6%

Maternity Pathway Total 3,752 3,714 3,746 32 1%

A&E Total 55,423 58,377 60,979 2602 4%

Outpatients Total 194,494 190,799 209,581 18782 10%

* Please note excess bed days are not included in these figures. 2019/20 Activity Plan

2019/20 Activity Actual

2019/20 Activity Plan 2019/20 Activity Plan

2019/20 Activity Actual 2019/20 Activity Actual
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Obstetric outpatient attendances are excluded as they are covered by the Maternity Pathways
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Performance Matters
Activity

2019/20 Activity Plan 2019/20 Activity Plan

2019/20 Activity Actual 2019/20 Activity Actual

Comments:

2019/20 Activity Plan

2019/20 Activity Actual

O
u

tp
at

ie
n

ts

Referrals increased in July which will have an impact on pathways converting to activity before 

reaching 18 weeks, and this is across most specialties. There has also been a rise in referrals in 

October which may mean the same could happen in January/February 2020.

Extra lists have been worked over weekends in Urology, T&O (clearing backlog of injections) and 

Ophthalmology. Ophthalmology have also changed clinic booking rules which will result in more 

EL/DC activity.

Gastro/bowel screening are also running WL initiatives to keep up with demand.

In addition, there are 2 more working days in October than September  (only 21 working days in 

September, 23 in October).
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SUMMARY

Item RAG

1

2

3

4

5

Comments

Referral to Treatment Validation Failing specialties at month end 2 specialties are failing out of 15

Process of  validation currently under review.  The Trust is 

currently achieving 93.83%, this is reducing compared to previous 

months.

Outpatient missing and incomplete coding. Average outpatient tariff / patient record Average tariff: £99.86

We are currently auditing our outpatient outcome recording 

processes to ensure the correct codes are recorded. This work is 

dovetailing with developments in ICT to make outpatient outcome 

slips electronic, thus also working towards our Paperless agenda.

A review of clinic configuration ( new and exsisting) will take place 

as part of Data Quality Group and Business Planning task and finish 

groups to improve configuration accuracy, and to aid in the 

configuration of clinics on Medway EPR (as part of funtional design 

groups) by informing a new standard operating procedure for 

requesting and configuring clinics.

Report looked at weekly and any errors reported. This will remain 

amber as will always be an on-going task. 

23.62%

Current position is 139.09%

Metric Metric Current Position

Medway Data Quality To be decided To be decided

Action 

The Trust now has a well-established Data Quality Group that aims to ensure the Trust’s core electronic patient record system is up-to-date and accurate. This group comprises operational and ICT staff and reports directly into senior operational 

groups on progress and ensures delivery of action plans associated with emergent and pre-existing data quality issues

Clinic Cleanse

Referral Management - Management of 

multiple pathways from the same referral.

We are working on mitigating the risk of data quality issues arising 

when migrating to Medway (SystemC).  Currently we are working 

closely with the SystemC team to map all our data correctly, 

validating review list patients, patient addresses and revisiting the 

use of the Trust's PTL to validate patients. This work is being 

overseen by the Data Quality Group and Trust Operations Group.

Comments

% of clinics configured in Lorenzo identified as requiring modification, as part 

of capacity planning process 

Referral APP Ratio 
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Performance - "At a glance"

Month 

Plan

Month 

Actual

Variance 

%
Variance Plan YTD Actual YTD

Variance 

%
Variance

Month 

Plan

Month 

Actual
Variance % Variance Plan YTD

Actual 

YTD

Variance 

%
Variance

ACTIVITY LEVELS (PROVISIONAL) CIP £'000 £'000 £'000 £'000 £'000 £'000

Elective inpatients 326 435 33.44% 109 2,039 2,291 12.36% 252 Income 254 271 6.69% 17 764 2,161 182.85% 1,397

Day Cases 2,408 2,760 14.62% 352 16,118 17,299 7.33% 1,181 Pay 279 686 145.88% 407 1,784 1,206 -32.40% (578)

Outpatients 30,211 31,640 4.73% 1,429 189,105 207,839 9.91% 18,734 Non-Pay 429 364 -15.15% (65) 1,377 840 -39.00% (537)

Non-elective inpatients 3,500 3,831 9.46% 331 24,050 25,355 5.43% 1,305 Total CIP 962 1,321 37.32% 359 3,925 4,207 7.18% 282

A&E 8,497 8,895 4.68% 398 58,377 60,979 4.46% 2,602

Other (excludes direct access tests) 9,512 8,839 -7.08% (673) 61,079 61,824 1.22% 745 SOFP £'000 £'000 £'000 £'000 £'000 £'000

Total activity 54,454 56,400 3.57% 1,946 350,768 375,587 7.08% 24,819 Capital Spend (577) (542) 6.07% 35 (4,916) (2,474) 49.67% 2,442

Inventory 2,723 3,549 30.33% (826)

INCOME £'000 £'000 £'000 £'000 £'000 £'000 Receivables 12,922 17,631 36.44% (4,709)

Elective inpatients 960 1,243 29.52% 283 6,223 7,179 2.96% 956 Payables (inc. Accruals) (15,093) (24,090) -59.61% 8,997

Day Cases 1,482 1,666 12.39% 184 9,955 10,896 9.45% 941 Other Liabilities (348) (1,680) -382.76% 1,332

Outpatients 3,003 3,215 7.05% 212 19,611 21,071 7.44% 1,460

Non-elective inpatients 6,421 7,353 14.51% 932 43,826 45,557 3.95% 1,731 Cash & Loan Funding £'000 £'000 £'000

A&E 1,214 1,250 2.99% 36 8,339 8,649 3.72% 310 Cash 1,000 7,613 661.30% 6,613

Other Clinical 4,934 4,215 -14.57% (719) 32,576 30,269 -7.08% (2,307) Loan Funding (70,336) (67,466) 4.08% 2,870

PSF Funding 1,006 1,006 0.00% 0 4,996 5,375 7.59% 379

Other 1,407 1,547 9.95% 140 9,843 11,101 12.78% 1,258 KPIs

Total income 20,427 21,495 5.23% 1,068 135,369 140,097 3.49% 4,728 EBITDA % 8.89% 8.51% -4.23% -0.38% 2.47% 3.05% 23.50% 0.58%

Surplus / (Deficit) % 6.05% 5.88% -2.81% -0.17% -0.51% 0.15% -129.35% 0.66%

OPERATING COSTS £'000 £'000 £'000 £'000 £'000 £'000 Receivable Days 19.8 27.4 38.34% -7.6

Pay (13,470) (13,905) -3.23% (435) (94,405) (96,887) -2.63% (2,482) Payable (excluding accruals) Days 64.7 38.0 -41.32% -26.8

Drugs (1,340) (1,483) -10.67% (143) (9,380) (9,359) 0.22% 21 Payable (including accruals) Days 64.7 63.8 -1.48% -1

Non-Pay (3,802) (4,278) -12.52% (476) (28,240) (29,577) -4.73% (1,337) Use of Resources rating (after overrides) 2 3 1

Total Costs (18,612) (19,666) -5.66% (1,054) (132,025) (135,823) -2.88% (3,798) Use of Resources rating (before overrides) 2 3 1

Capital service cover rating 1 4 3

EBITDA 1,815 1,829 0.78% 14 3,344 4,274 27.81% 930 Liquidity rating 2 4 2

Depreciation (481) (469) 2.49% 12 (3,355) (3,351) 0.12% 4 I&E margin rating 3 3 0

Non Operating Expenditure (98) (96) 2.04% 2 (677) (714) -5.47% (37) I&E margin: distance from financial plan 1 1

Surplus / (Deficit) 1,236 1,264 2.27% 28 (688) 209 130.38% 897 Agency rating 1 2 1

Performance - Financial Overview Performance - Financial Overview
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Performance Matters - Finance

October 19 Summary

Summary Performance:

Patients Partnerships People Performance 

Commentary 
Key to RAG Rating 
 
The RAG rating applied to Variance % is based on the following criteria: 
• Green equating to 0% or greater 
• Amber behind plan by up to 5% 
• Red greater than 5% behind plan 

 
The key points derived from this table are as follows: 
 
• Total activity is favourable to plan year to date across all points of delivery.  

 
• CIP achievement is favourable to plan by £0.282m year to date. 

 
• Total income is £4.728m favourable to plan year to date. Clinical income variances being within elective, day case, non elective and outpatients. 

 
• Operating costs are £3.798m adverse to plan in total.  Pay is £2.482m adverse, non-pay costs are £1.316m adverse. 

 
• EBITDA is £0.930m favourable to plan. 

 
• Depreciation and finance costs are broadly to plan.  

 
• The overall financial position is £0.897m favourable to plan. This is distorted by £0.379m bonus PSF money relating to 2018/19 which is unplanned and accounted for in 2019/20. 

 
• Capital expenditure is £2.442m less than original plan. 

 
• Inventory is £0.826m above plan. 

 
• Total receivables incl. prepayments are £4.709m higher than plan. 

 
• Total payables incl. accruals are £8.997m higher than plan.  

 
• Cash is £6.613m favourable to plan.   

 
• Debtor days are 27.4 year to date, which is  7.6 days adverse to plan. 

 
• Payable days are 38.0 year to date which is  26.7 days favourable to plan.  Payable days have been calculated  excluding accruals, because whilst accruals include certainties in respect of 

future payments, the timing of these payments is uncertain. Expenditure has been calculated as operating costs, less pay, add back lead units and agency, and capex. 
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REPORT TO THE BOARD OF DIRECTORS REF: BoD: 19/12/05/13 

SUBJECT:   Proud to Improve 
DATE:          5 December 2019  

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable 
For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: 
Tracey Radnall – Head of Patient Safety & Quality Improvement   
Andrew Wiles – Business Manager to the Medical Directorate 

SPONSORED BY: Simon Enright Medical Director 
PRESENTED BY: Simon Enright Medical Director 

STRATEGIC CONTEXT 

The Trust has a 2019/20 Vision to provide outstanding integrated care which is underpinned by 
the ‘values and behaviours’ and ‘proud to be good leaders’ framework. Providing the outstanding 
integrated care of the future requires embracing new developments and new ways of working. 
 

EXECUTIVE SUMMARY 
 
Although excellent improvement and innovation work takes place at BHNFT, it is not captured in a 
way that makes it easy for staff to describe or identify.  
The ‘Proud to Care’ concept has been well received by staff and in keeping with the same theme 
a ‘Proud to Improve’ concept has been developed by the communication team.  
The ‘Proud to Improve’ ethos will enable staff to frame their ideas for innovation or improvement 
and will be used as the umbrella term for Innovation and Quality Improvement (QI) work at 
BHNFT.  
Access will be through a virtual and physical ‘Hub’ which will provide staff with the QI 
methodologies to support innovation, improvement programmes and introduce new technologies. 
Technology offers access to different ways of working that will assist us in delivering healthcare of 
the future and improvement programmes can ensure we maximise benefits. However, changes 
must be assessed and implemented using methodologies (such as QI) in an environment that 
considers need, benefit and improved performance, against a backdrop of improved patient care 
and access.  
 
The ‘Proud to Improve’ ethos will enable staff to bring forward their ideas and foster a culture 
where improvement and innovation becomes embedded in day to day activities.  
 
RECOMMENDATIONS 

‘Proud to Improve’ has been approved by the Executive Team.  The Board of Directors are asked 
to receive the report and its contents. 

 
Pack page 124



 
 

‘Proud to Improve’ 
 

1. Introduction 

 
BHNFT is in the process of setting out its strategy to deliver Innovation and its vision for the use 
of Quality Improvement methodology for improvement projects (both are described and approved 
in separate papers to ET).  
 
Although separate entities the two are entwined through the use of Innovation as a term that 
supports new ideas as well as new technologies and the use of Quality Improvement (QI) as a 
term that uses methodologies to support improvements. 
 

2. Proud to Improve 

 
One of the key issues for staff who have improvement ideas is knowing where to start and 
presenting ideas through the current governance framework can sometimes mean that 
enthusiasm is stifled before the idea has ‘got off the ground’. 
Confusion exists over where to take a new idea, or even to know if a new idea is an idea, or 
innovation or improvement or new way of working. 
In order to harness enthusiasm for delivering new ideas the ‘Proud to Improve’ Hub ( both virtual 
and physical) will provide a ‘front door’ for staff to access the support and tools (such as QI 
methodologies or PMO service improvement tools) to deliver innovation and improvement 
programmes. 
 
 

3. Partnerships 

 
BHNFT has strong partnerships with the Yorkshire & Humber Improvement Academy (IA) and 
Yorkshire & Humber Academic Health Science Network (AHSN).  
 
The IA offer formal QI training through the IA system of Bronze, Silver and Gold level 
qualifications. An advanced QI level at BHNFT with the IA is due to start in Q4. This is a 6-9-
month programme and will involve the use of one to one support and action learning sets for 6 
staff, who can then use the same methodology in the future with other staff groups. 
 
The IA is resuming the Achieving Reliable Care programme using ED at BHNFT and the wards 
at Leeds General Infirmary. 
 
AHSN are working with BHNFT to develop and test a new model which will incorporate 
Innovation into QI methodology. The group have been successful in obtaining funding to support 
the work at the recent nationwide Q event. 
 

4. Structure: 

 
The ‘Proud to Improve’ Group will bring together key groups where improvement already 
happens (such as the Clinical Audit, Quality Improvement team, PMO, Clinical Governance, 
Health care scientists, R&D) in order to manage and signpost staff with innovation and 
improvement to the correct support. It will provide a central point to collect and track ideas and 
more importantly be a safe place for staff to test their ideas, fostering a culture where 
improvement and innovation becomes embedded in day to day activities. 
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The Proud to Improve group will be a forum answerable to the Executive Medical Director and 
report into the Clinical Effectiveness committee. The group, along with the responsible director 
will be required to ensure that work is co-ordinated and prioritised to meet trust objectives. Terms 
of reference will be agreed at the meeting planned on the 26th November 2019. 
 

5. Branding & Contact: 

 
Email: barnsley.proudtoimprove@nhs.net. 
Twitter: In progress 
Proud to Improve Hub: Virtual Hub is under development and physical space being sought. 
 
 

 
 

6. Conclusion: 

 
The ‘Proud to Care’ concept has been well received by staff and in keeping with the same theme 
a ‘Proud to Improve’ concept has been developed by the communication team. The ‘Proud to 
Improve’ ethos will enable staff to frame their ideas for innovation or improvement and will be 
used as the umbrella term for Innovation and Quality Improvement work at BHNFT. 
 
Contributors to the ‘Proud to Improve’ ethos: 
 
Emma Parkes – Director of Communications & Engagement 
Andy Leppard – Communications and Digital Manager 
Dr Clare Ginnis – Clinical Lead for Quality Improvement  
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REPORT TO THE BOARD OF DIRECTORS REF: BoD: 19/12/05/13i 

SUBJECT: Quality Improvement (QI Hub) Vision at BHNFT               

DATE: December 2019 Private & Confidential 

PURPOSE: 

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information    Strategy  

PREPARED BY: 
Tracey Radnall - Head of Patient Safety & Quality Improvement  
Dr Clare Ginnis, Consultant in Emergency Department 
Deborah Firth - Patient Safety & Quality Lead  

SPONSORED BY: Dr Simon Enright - Medical Director 
PRESENTED BY: Dr Simon Enright - Medical Director 
STRATEGIC CONTEXT  

The Trust has a 2019/20 Vision to provide outstanding integrated care. The development of a 
Quality Improvement Hub (QI Hub) will support the ‘values and behaviours’ and ‘proud to be 
good leaders’ ethos that underpins the BHNFT vision. Use of formalised QI methodologies will 
support improvement programmes, delivery of the Trust objectives and progress towards 
achieving CQC rating of ‘Outstanding’. 

EXECUTIVE SUMMARY   

This paper contains a proposal for a QI Hub and QI vision for BHNFT.  It is recognised that 
further consultation with the executive team and potentially other external QI experts, with 
knowledge of planning and implementing QI capability-building programmes and organisation-
wide QI strategies, will need to be sought to continually refine this vision.  
 
The Quality Improvement (QI) Hub or Innovation and Quality Improvement @BHNFT 
(iQiB) Hub are terms used only for purpose of this document, and are proxy names for the 
innovation and quality improvement brand at BHNFT. They are interchangeable throughout. 
QI Hub or iQiB Hub is a collective term articulating the people, training, resources, virtual 
space and ethos that come together to support innovation and QI projects and collaborations. It 
is the principal on which the QI vision articulated in this paper is built on. 
 
The executive team have approved and supported the development of the vision as described 
within this paper, committed to the integration of QI methodology as ‘the way to improve and 
support the flexibility to incorporate further ideas as the concept is implemented. Since the 
document was approved at ET, branding has been developed further as a ‘Proud to Improve’ 
concept 

RECOMMENDATIONS  

The Hub vision has been approved by the Executive Team and discussed at Q&G.  Trust 
Board are asked to support the implementation of the improvement hub. 

Pack page 127



 

Page | 2   

 

 

 
  

Pack page 128



 

Page | 3   

 

 
Innovation and Quality Improvement @ BHNFT 

1. Introduction 

This is a QI vision proposed by the Patient Safety & Quality and Dr Clare Ginnis and 
Improvement (PS&QI) Team based on an aspiration to deliver QI in a way that is 
unique to BHNFT and which encompasses the Vision and Values of BHNFT. 

It is recognised that staff at BHNFT already have a strong record of improvement and 
there is no desire to interrupt or change the culture of improvement that already exists. 
Rather the implementation of the QI vision will strengthen existing structures and 
enable the organisation to better articulate its approach to and delivery of QI. 

Advice has been sought from members of the Executive Team about the overall QI 
Vision to ensure this proposal is appropriate ahead of formal presentation to the 
Executive Team.   Further refinement will need to take place which echoes the spirit of 
QI Work.  

Consultation with external QI experts, with knowledge of planning and implementing QI 
capability-building programs and organisation-wide QI strategies has taken place.  

Branding of QI at BHNFT is being worked on by the communication team but some 
Brand ideas are included in Appendix A. 

The QI Hub or iQiB Hub are terms used only for purpose of this document, and are 
proxy names for the innovation and quality improvement brand at BHNFT. Both are 
collective terms articulating the people, training, resources, virtual space and ethos that 
come together to support QI projects and collaborations.  
 

The proposals in this paper can be adapted to ensure alignment with the overall 
expectation of the Executive Team for the BHNFT QI Vision. 

 

2. Vision  

The Trust’s Vision is to provide outstanding integrated care.  The Trust objectives for 
2019/20 are: 

1. Patients will experience outstanding care  
2. We will work with partners to deliver better, more integrated care  
3. People will be proud to work for us  
4. We will achieve our goals sustainably 
 
The QI Hub Vision is to drive care of the highest quality, in collaboration with those 
who use our services, by embracing continuous improvement, building a shared ethos 
and enabling staff to lead change at all levels. 
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3. Executive Summary  

This is a Quality Improvement (QI) proposal put forward by Dr Clare Ginnis and the 
Patient safety & QI (PSQI) Team based on an aspiration to deliver QI in a way that is 
unique to BHNFT and which encompasses the Vision and Values of BHNFT.  

The proposal is sponsored by Dr Simon Enright, Medical Director. 

Quality Improvement sits under the umbrella of the Patient Safety & Quality 
Improvement team but with a limited formal strategy for specifically developing QI 
capability beyond the delivery of Bronze QI and Human Factors Training.  

Quality improvement is happening, of course, in various forms across the Trust, but is 
currently fragmented and seldom exposed to interrogation through recognised QI 
methodologies. 

There are plans for partnership working with the Yorkshire and Humber Improvement 
Academy (YHIA) to deliver advanced QI level practitioners and also with Yorkshire and 
Humber Allied Health Science Networks (AHSN) to incorporate Innovation into QI 
methodology at Barnsley. These would be included in and complement the proposed QI 
Hub.  

Another key area is looking at learning from positives (Patient Safety II) and providing a 
strategy that deeply involves those closest to the issues. 

The Hub will be a point of focus for QI at BHNFT, concentrating on building QI 
capability and facilitating patient-centred, structured, sustainable improvement work. 
The ‘Hub’ rather than ‘Team’ has been chosen to encourage an open and collaborative 
way of working. It avoids exclusivity and evokes a sense of common purpose where 
threads from different directions come together. 

The current state is reviewed and potential development explored.  An outline proposal 
and six aims (subject to change as the concept develops) have been identified for the 
Hub which is reflective of the Trust vision and strategic goals. 

Key stakeholders are identified and include internal and external partners and a 
structured implementation is proposed for training and capability. 

The intended ‘making a difference’ ripple effect of the Hub is shown across all partners, 
staff groups, patients and carers. A simple proposed QI delivery model is included 
along with the requirements to support a capability programme. To ensure the strategy 
is ‘owned’ by Barnsley, branding is key and is being worked on by the communications 
team. 

The resource required will need to be reviewed as capability develops but the initial 
structure takes into account the experience of other acute trusts that have QI 
methodology embedded.  
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Suggestions for the monitoring of outcomes and KPIs are included in section 17 but it 
has been recognised by other Trusts that direct return on investment is difficult to 
quantify in isolation.  However, the key advantage of having QI methodology is the 
delivery of a culture that encourages staff to implement their ideas to improve services 
for patients and staff. 

 
4. Current Scope 

BHNFT is one of the top performing trusts in the country and already supports initiatives 
that improve quality across the organisation. A clear vision, strong leadership, 
dedicated staff and a shared desire to deliver excellent care are already clear and are 
potent drivers for improvement.  

Quality Improvement sits under the umbrella of the Patient Safety & Quality 
Improvement team. Current resource is enough to deliver the current quality target of 
Bronze QI and Human Factors training to 30% of key staff groups.  

QI also features as part of the work within Quality & Clinical Governance, Quality 
Assurance & Clinical Effectiveness, Project Management Office, Education & 
Development and Medical Education as shown in Table 1, Quality Teams & Approach. 

Table1: 
 
Quality Teams  Quality Approach 
Patient Safety 
and Quality 
Improvement 
Team  

This team is the resource for delivering Quality Improvement. However, the majority of the 
resource is spent managing Patient Safety. As a part of the Medical Directors portfolio the 
team is responsible for ensuring the Trust has a clear, creative, innovative and progressive 
vision for patient safety.  
The team has been successful in delivering Patient Safety Quality Targets as determined by 
the Medical Director and with the correct resource has the potential to deliver the same level 
of success for Quality Improvement & Innovation by using QI methodology, looking at 
learning from positives (Patient Safety II) and providing a strategy that deeply involves those 
closest to the issues. 
The strategic plan to harness the innovation potential of the organisation and develop the 
skills of staff to improve patient safety across the Trust has been limited to delivery of 
Human Factors and QI training (improvement academy model) at Bronze level.  
QI training numbers are currently at: 
- 6 Gold trained staff 
- 10 Silver trained staff  
- 545 Bronze trained staff 
-  

Quality and 
Clinical 
Governance  

The Trust has a positive reporting culture and the governance structure and framework in 
place ensures there are effective processes for the Trust to learn from incidents. The 
learning is shared and assurance is obtained that any required changes in practice are 
embedded through a cycle of action plans and assurance reviews  
 

Quality 
assurance and 
clinical 
effectiveness 

The purpose of the clinical audit department is to facilitate and monitor the delivery of the 
clinical audit programmes as agreed by the Trust Board and on behalf of the Clinical 
Business Units (CBU). The clinical effectiveness officers ensure that a clinical audit project 
is appropriately planned, piloted, implemented and completed in accordance with the clinical 
audit policy. Clinical audit projects are owned by, and are the responsibility of, the respective 
CBU who can then demonstrate the provision of safe and effective healthcare by the 
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Quality Teams  Quality Approach 
monitoring of their practice.  
 

Project 
management 
office (PMO) 
and service 
improvement  

The role of the Portfolio Management Office is to provide effective, timely and viable 
deployment of programmes and projects in line with the Trust Strategic Direction, using 
accredited programme and project management methodology, to enable the effective and 
safe provision of front-line care services. 

Medical 
Education  

The foundation programme curriculum 2016 (the curriculum) sets out the framework for 
educational progression that will support the first two years of professional development, 
following graduation from medical school. 
F1Shows evidence of involvement in quality improvement initiatives in 
healthcare 
F2Contributes significantly to at least one quality improvement project 
including: 
• Data collection 
• Analysis and/or presentation of findings 
• Implementation of recommendations 
Makes quality improvement link to learning/professional development in e-port 
 

Aspiring Talent  Aspiring Talent is a 12-month leadership development programme for staff band 4 to 6. The 
programme will include; Mentorship, Shadowing Opportunities, Leadership Development, 
Change Management, Project Work, LEO Training, Personality Profiling, Leadership 
Workshops, Psychometric Testing. 

 

5. Partnerships 

BHNFT has strong partnerships with the Yorkshire & Humber Improvement Academy 
(IA) and Yorkshire & Humber Academic Health Science Network (AHSN).  

The IA offer formal QI training through the IA system of Bronze, Silver and Gold level 
qualifications. Further work to deliver an advanced QI level at BHNFT with the IA is due 
to start in Q3. This is a 6-9-month programme and will involve the use of one to one 
support and action learning sets for 6 staff, who can then use the same methodology in 
the future with other staff groups. 

AHSN are working with BHNFT to develop and test a new model which will incorporate 
Innovation into QI methodology. The group next meets in December 2019 with support 
starting for out-patients in October 2019. 

 

6. Potential Scope & Development 

There are robust systems for identifying poor care through the reporting of avoidable 
harm, serious incidents, high level incidents and audit findings (Patient Safety I 
perspective). Problems are identified through Root Cause Analysis (RCA) and solved 
through the implementation of action plans, relying on benchmarking and improvement 
measurements such as key performance indicators. This often results in a change to 
existing policies or systems to prevent re-occurrence but without the changes being 
analysed or tested using QI methodology.  
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There is not yet a strong focus on supported, structured and sustainable improvement 
in response to building on the many things that go right or are done well (Patient Safety 
II perspective), where adaptations are needed to respond to different conditions, rather 
than a one size fits all approach. 

QI is happening in many forms across the Trust, with many good ideas being tested 
and implemented. However, it is sometimes fragmented and seldom exposed to 
interrogation through recognised QI methodologies. There is confusion about where 
teams can access support with undertaking QI work if it doesn’t fit into the remit of PMO 
and without consistent QI format, methodology or resource there is very little trust wide 
cohesion regarding QI.  

The material offered through the IA training packages is rigorous in terms of QI 
methodology and whilst the QI training figures look encouraging, there is limited 
structure for assisting staff who have received QI training to apply QI in practice.  

There is some QI training available to Foundation doctors through the Medical 
Education centre, and leading change is an important component of the Aspiring Talent 
programme, although educational supervisors and wider hospital teams have incredibly 
variable knowledge and engagement with QI processes. The training would benefit from 
having the ‘Barnsley touch’. 

The partnership working with the Improvement Academy to deliver advanced QI level 
practitioners and also with Allied Health Science Networks to incorporate Innovation 
into QI methodology at Barnsley both assist with building capability. 

At present there is no obvious point-of-access for staff who wish to explore their own 
improvement ideas, or for those who must complete quality improvement projects for 
their professional development. The hospital network for building and maintaining QI 
skills or consolidating experiential learning is not obvious. 

 Without on-going suitable support, many of potential projects remain as unstructured 
ideas and have little or no impact, with potential improvement going unharnessed. 
Formalisation of QI methodology and bringing together the existing structures would 
build capability and resilience for QI within the Trust.  

These are all ripe opportunities to drive structured and continuous improvement, build 
QI capability and make lasting differences to patients as illustrated in Figure 1, Culture 
of Improvement Driver Diagram. 

Pack page 133



 

Page | 8   

 

Figure 1:

 

7. Why the Hub matters 

Extensive work has been undertaken in recent years in the study of successful 
organisational improvement within health care. Innovation is deemed to be critical by 
NHS England6 in the pursuit of achieving ambitious change to meet all five domains of 
the NHS Outcomes Framework. To achieve sustainable innovation, measurable quality 
improvement processes are required. 

Recommendations from the CQC,1 Health Foundation,3 NHS Improvement4 and Kings’ 
Fund5 share several common themes: 

• Strong leadership at all levels with a shared QI responsibility 
• Taking a system view of improvement and forming partnerships beyond the 

organisation 
• Developing the infrastructure and data management systems needed to 

facilitate improvement work, building digital capability 
• Keeping patients at the centre of innovation and improvement work 
• Building skills and capability for improvement across staff of all levels 
• Growing a positive QI culture that promotes engagement and allows change 
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The Care Quality Commission (CQC)1 state they “expect that a hospital trust committed 
to delivering high-quality care should be embedding a systematic and effective 
approach to QI.” The QI approach expected by CQC is in Figure 2 ‘What do we mean 
by a ‘QI approach’.  

Figure 2: 

 

 

 

 

 

 

 

The criteria issued by the CQC for their assessment of QI in a healthcare can be found 
in Appendix B. 

 

8. The Proposal for the QI/iQiB Hub   

Outline 

The QI/iQiB Hub is a collective term articulating the people, training, resources, virtual 
space and ethos that come together to support QI projects and collaborations. 

The QI/iQiB Hub will facilitate improvement driven from the frontline, but will do this 
alongside an integrated organisation-wide QI approach. Teams acting on outcomes 
from Serious Incidents (SI’s), High Level Investigations (HLI’s), audit findings and other 
governance activities will be supported by QI Facilitators to do so using QI methodology 
where appropriate.  

It will be essential that Facilitators and Advisors, when appropriately resourced and 
trained, become involved with complex system-wide change in order to develop skills to 
support improvement across organisational boundaries.  

The QI/iQiB Hub is not being designed to replace existing processes or to overshadow 
on-going improvement work; rather it is a further step in the commitment to develop an 
integrated organisation-wide QI approach. It will raise the QI profile and capability within 
the Trust, and capitalise on the strong foundations.     

The QI/iQiB Hub will celebrate successes, and will be mindful to ensure that the quick 
wins from multiple small-scale projects are not eclipsing the slower impacts made by 

CQC April 2018: What do we mean by a ‘QI approach’? 2  

‘Quality improvement’ is not the same as ‘improving quality’. All provider organisations will be 
making efforts to improve quality, and this can be done in many ways – including planning 
(resourcing, restructuring, commissioning, training), assurance (periodic checks of quality through 
audit or inspection), control (continuous monitoring of quality with interventions when necessary).  

Quality improvement is the use of a systematic method to involve those closest to the quality issue 
in discovering solutions to a complex problem. It applies a consistent method and tools, engages 
people (both staff in clinical/corporate teams and patients/service users/families) more deeply in 
identifying and testing ideas, and uses measurement to see if changes have led to improvement. 
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those involved in large-scale programmes. A variety of tactics will be explored for 
engaging staff, sharing stories and building a shared improvement ethos.  

Figure 3 shows a representation of the ambitions for the iQiB Hub: 

Figure 3:  

 

 

Aims.  
 
Six aims have been identified which support the delivery of the QI vision.  The detail is 
shown in Table 2. 
 
Table 2 
 
Aim  Explanatory detail 
Aim 1  
Be patient-
centered 

- Improve care for and with patients:  
1 .Keep the patient story at the heart of what we do  
2. Involve patients, carers and families in improvement work 
3. Offer QI training to our service users, as ‘experts by experience’         

-  
Aim 2 
Build QI 
capability  
 

- Develop a structured iQiB capability-building programme: 
- IQiB at induction,  
- Bronze (e-learning) and Silver (face to face) training packages  
- Development of iQiB Facilitators & Advisors 
- Regular iQiB forums 
- Roll out by adapting the ‘dosing’ principle (NHS Improvement, 2017/8)     
- Utilise a variety of delivery mechanisms, including virtual learning, independent study, 

face-to-face workshops and, most importantly, experiential learning  
- Develop a dedicated iQiB intranet site alongside face-to face events and access to iQiB 

Facilitators and Advisors 
Aim 3 
Facilitate 

- Train and develop a network of iQiB Facilitators and Advisors 
- IQiB Facilitators and Advisors to support a range of projects 
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Aim  Explanatory detail 
improvement 
& innovation 
 

- To balance facilitation of both frontline projects and complex system-wide projects, 
ensuring an integrated organisation-wide approach   

- To provide open access to iQiB support via regular drop-in sessions, alongside planned 
events and longitudinal project involvement 

- To work closely with data management and information technology teams to allow timely 
access to and collection of data 

- To monitor outcomes of on-going projects, and support teams with sustainable and 
ongoing improvement 

Aim 4 
Promote QI 
capacity and 
consistency 
 

 
- To create capacity for staff to carry out improvement work 
- To empower staff to lead change at ALL levels 
-To encourage QI approach & remove barriers to allow tests of change 
- To ensure projects align with BHNFT strategies and support priority work streams 
- Keep an inventory of improvement projects 
 - Monitor project and service outcomes to accountably demonstrate progress   
-  

Aim 5 
Engage and 
Inspire 

-  
-  
Engaging, inspiring and embedding improvement: -  
- To make QI accessible and visible across the Trust 
- To promote a shared language of improvement through training and project work 
- This is for All staff, All departments, All levels 
 -Target communications for different groups 
- Share stories via forums, newsletters, existing meetings 
 -Celebrate - awards, internal presentations, conferences 
 

Aim 6 
Teamwork 
and 
Partnerships 

-  
- To nurture a team-based improvement approach 
- To work with partner organisations in terms of facilitating improvement work, QI training, 

funding and sharing expertise 
- To promote structured system-wide improvement by facilitating large-scale QI and 

innovation work across the organisation, and as part of collaborative networks beyond 
the Trust 

- To share our experiences and successes with external organisations and networks 
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9. Stakeholders: 
 
ET, PSQI team, internal stakeholders and external QI experts (Y&H IA and Y&H AHSN) 
will have input into the ongoing development of the BHNFT QI Vision. The iQiB Hub will 
work with Patient Advice & Liaison Service) PALS and build patient partnerships with 
the aim of including them in improvement work.  
 
Collaboration with data management departments, innovation leads, PMO, Medical 
Education and the Aspiring Talent programme will also be sought, along with close 
relationships with the Quality & Clinical Governance and Quality Assurance & Clinical 
Effectiveness departments.  
 
The iQiB Hub will also seek support and expertise from the Y&H IA and Y&H AHSN, 
learn from examples of QI in other trusts and engage in national improvement forums 
such as Network Q.  
 
iQiB Hub stakeholders are shown in Figure 4. 
 
 
Figure 4: 
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10. Proposed Structure  
 
Start-up: The iQiB Hub concept will be started by the clinical lead for QI and the PSQI 
team using learning from the Y&H IA Gold Training, initially taking on the role of iQiB 
Advisors & Facilitators. This may also include other staff from the advance Q’s training 
from the IA partnership. 
 
Executive Sponsor: They will be under the umbrella of the PSQI team, with Simon 
Enright as the Executive Sponsor. 
  
Case Studies: The group will rigorously research from other organisations and plan a 
suitable QI capability-building programme and bespoke BHNFT QI tools & resources. 
This work is already underway with visits to Sheffield and East London Foundation 
Trust, Doncaster & Bassetlaw Teaching Hospital and Harrogate & District NHS 
Foundation Trust   already undertaken or planned. In this initial phase of planning, up-
skilling and resource development, the first iQiB Advisors will start to develop the iQiB 
Hub, and grow the project base.  
 
Organisational Culture & Governance: Support for the QI momentum will be initially 
gained by the addition of a ‘culture of Quality Improvement’ clause in the standard job 
description template.  
Bronze QI and Human Factors (HF) training will be added as essential to job 
descriptions & person specifications. Combining Human Factors with Quality 
Improvement Science can provide powerful philosophical and practical approaches to 
the improvement of healthcare11. The Bronze QI and Human Factors training would be 
mandatory. 

Pack page 139



 

Page | 14   

 

A Quality Improvement group (now the Proud to Improve group) will need to be formally 
added to the Organisational governance structure where improvement and innovation 
potential can be captured through themes generated from existing groups in Table 1.  
iQiB methodology to be used where appropriate to effect improvement in response to 
patient safety 1 issues generated from SIs, HLIs, audits and other governance 
activities.  
Allow time for teams to undertake QI work is essential, particularly until QI methodology 
is more readily accepted as the ‘norm’ 
 
Physical and Virtual Space: Initially the iQiB Hub Advisors will offer opportunities for 
face-to-face support with improvement and innovation for any staff members across the 
Trust. This element of the iQiB Hub will take place at different venues around the Trust 
site and will require little more than online access and a quiet space. Although it is 
recognised that space is a premium, a central ‘go to’ location has been cited by other 
organisations as a requirement. 
 
User Pathway: The Hub will have a defined user pathway that will triage ideas to either 
go through QI methodology or for example be referred to another department such as 
PMO or Clinical audit. More detail is provided on this in Figure 9, QI Project Flowchart 
 
Methodology: A virtual iQiB Hub will be created on the BHNFT intranet, where staff 
can access resources and tools. The team will develop the BHNFT iQiB methodology, 
which itself will be an iterative process, and an online bank of iQiB materials which will 
grow over time. 
 
Ethos: It is essential that improvement work aligns with BHNFT strategies and supports 
Trust priority work streams. The iQiB Hub will remain in close contact with the CBU 
leads to ensure that projects are aligned with strategic aims, and that there is an 
appropriate balance between improvement and assurance. 
 
Resource: Human resource has been determined using organisational structures from 
other trusts and is designed to deliver sustainable QI capability. The full structure can 
be seen in Appendix D. The most challenging aspect is the formal acknowledgment of 
QI time (for training, capability and practice) within department structures. 
 
Further expansion involves a trust-wide capability-building programme, creation of more 
iQiB Facilitator and Advisor roles, deeper patient involvement and a commitment to 
regular forums and workshops. 
 

11. Capability-Building Programme 

The QI capability-building programme for BHNFT is based on the Guidance issued by 
NHS Improvement in their 2017 document “Building Capacity and Capability for 
Improvement”8 for and is illustrated in Figure 5: iQiB Hub Capability-Building 
Programme, however this is subject to change and review as the concept develops. 

It is proposed that “embedding quality improvement throughout an organisation requires 
a systematic, targeted effort such as ‘dosing’ to develop different levels of QI expertise 
for different groups of people."8  
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FIGURE 5:   
Where are we now?  Where do we want to be?   
QI is not part of mandatory 
training at present and 
Bronze QI via IA is optional 
 

Requirement: include iQiB introduction as part of the 
corporate induction.  
IA Bronze (2 hour online) and Human Factors (2 hours 
face to face or online) Training mandatory for all staff, 
include QI in all job descriptions.  
Aim:  90% of staff to be bronze trained  

 
 
 
 

Currently 545 staff have 
done the IA Bronze package 
– already 9% of the Trust. 
Unsure of how this is 
implemented / impact.  

Requirement: IA Bronze Training – 2 hour online for 
introduction to IHI Model for Improvement AND be 
active in iQiB in workplace (need to demonstrate role 
in QI project to iQiB team) 
Aim: 30% staff in 3 years (375 per year) 

 
 

Currently 6 staff are IA Silver 
QI trained. Current expertise 
not formally harnessed as 
part of a structured 
programme   

Requirement: iQiB Silver Training – 1 day face-to-face 
training. iQiB methodology in more depth, 
measurement, variation, leading change. To take an 
active part in QI within department 
Aim: 1% of staff per year (37) 
 
 

 
 
 
 

Currently 2 staff are IA Gold 
QI trained. Current expertise 
not formally harnessed as 
part of a structured 
programme   

Requirement: iQiB Gold Training –deeper 
understanding of QI methodology, support with how 
to facilitate project teams and lead change. To then 
actively facilitate QI work within CBU. 
Aim:  10 per year as a quarter of all those silver 
trained.  

 
 
 

No official job CBU QI leads 
exist at present, varying 
expertise amongst potential 
Hub Group members & Hub 
leads 

Requirement: IA Gold Training - develop and deliver 
iQiB Silver training, support facilitators and drive the 
vision. Deeper understanding of QI methodology, 
facilitating teams, implementation and spread.  
Aim: one per CBU plus iQiB Leads and Hub Group 

 

Strong leadership already, 
approachable and engaged 
ET. Formal QI strategy to be 
developed. 

Requirement: Setting direction and goals for iQiB and 
overall BHNFT QI strategy, executive leadership of 
iQiB, oversight of improvement, promoting iQiB ethos, 
empowering staff, governance oversight, enabling 
tests and change 
 Aim: all board members in 1 year 

 
 
 

No current dedicated QI 
system at BHNFT 

Requirement:  know deep QI methodology,  
implementation and spread; systems-thinking, 
managing large-scale projects, facilitating teams, 
supervising facilitators, leading workshops & events, 
driving the vision, strategic delivery 
Aim: Recruit into posts and utilising expertise from 
partnership organisations 

 
 
 
 
 

PALS team have links to 
expert patient groups, 
variable engagement with 
improvement work 

Requirement: Introduction to iQiB, how to get 
involved in improving a service, practical skills in 
contributing ideas. 
Aim: initially building patient partnerships for 
involvement in iQiB projects, then bespoke training for  
50 patients in total 

 
 

 

 

NHS Improvement’s suggested ‘dosing’ approach when planning a capability-building 
programme proposes targeted knowledge & skills for different groups of people, and 
establishes a progression of learning from general awareness for all staff, through to a 
small number of employees with deep improvement expertise.  

Bronze 
Trained 

(All Staff) 

iQiB Bronze 
Practitioners 

iQiB Silver 
Facilitators  

“Experts by 
Experience” 

iQiB  
Manager & 

Senior 
Facilitator 

ET & CBU 
Triumvirates 

CBU QI & 
Hub Leads 

iQiB  Gold 
Advisors  
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NHS Improvement offer the following (paraphrased) guidelines for planning a capability-
building programme: 8 

Everyone across the organisation needs a general introduction to QI concepts to 
facilitate shared understanding and identify opportunities for change. 

Board members need to be fully engaged with the QI strategy and have specific 
knowledge of variation, data and outcomes. 

All senior leaders need a deeper knowledge of QI and variation, and how to apply that 
to decision making with their teams. 

All middle managers and supervisors also need deeper QI knowledge, along with 
the ability to advisor QI teams and sponsor improvement. 

Internal quality experts (iQiB Advisor level) need the deepest improvement science 
knowledge, and should have the ability to train and support teams across all levels. 
NHS Improvement suggests that for an organisation with 4000 employees, 
approximately 15-20 internal experts are required. 

Quality Facilitators (iQiB Facilitator level) use QI methods to help teams achieve 
their aims. NHS Improvement suggests that approximately 5% of employees should be 
trained to this level, and suggest for an organisation of 4000 staff this means 150-200 
individuals.  

The basic outline of the proposed iQiB capability structure is displayed in Figure 6, in 
the form of the iQiB Hub Ripple.  

More detailed iQiB Hub Capability Requirements, Aims, Roles and Commitment is 
detailed in Appendix C.  

Figure 6:  
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12. Consistency:  

The iQiB Hub aims to promote QI consistency and build a common language of 
improvement across the organisation. Bespoke standardised tools would be developed 
for use in improvement work. The capability-building programme would use these 
resources and teach the bespoke iQiB methodology. There would be an interactive 
process to design and modify these resources. Figure 7 shows a simple iQiB 
improvement model. 

Figure 7: 

 

13. User Pathway & Accessing the iQiB (Figure 8) 

Project ideas will be submitted to the iQiB Hub by contacting the Hub or via a brief 
online project registration form. Project ideas will be acknowledged from any member of 
staff in any department, and may also come from Task and Finish Groups and other 
governance streams.  A member of the Hub team will contact the submitting person to 
gather enough information to determine project viability, and to stream the project to the 
appropriate place (e.g. QI Hub, PMO, Clinical audit etc.). An iQiB Facilitator from the 
appropriate CBU will be allocated, and they will support the project team using QI 
methodology, enabling small tests of change and keeping project momentum. 
Facilitators will be in regular contact with the HUB QI Advisors and CBU Improvement 
Leads, for support and to ensure alignment with priority work streams. When the project 
aims have been met, plans for sustaining and potentially spreading the improvement 
work will be made.  
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Figure 8: 

 
14. Training 

Figure 9 iQiB Hub Training structure and proposed roles outlines the proposed training 
packages and who they would be suitable for, as well as the iQiB roles to which they 
correspond. This includes Bronze and Human Factors training for all staff with an aim of 
90% achievement. 

Figure 9: 
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15. iQiB Hub implementation plan:  
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The outline implementation plan is designed to form the basis of the project plan for the 
QI vision. Some aspects will need to continue or scale up as indicated in the final 
column.  

Completed 
Continue 
or Scale 

up 
1. Train start up iQiB Advisors (IA Gold Training)  √ 
2. Formalise Clinical Lead  role   
 
 

Commenced 
Continue 
or Scale 

up 
1. Developing overall BHNFT QI vision and agree direction & brand    
2. Create a virtual iQiB Hub page on the intranet  √ 
3. Bronze QI and HF training √  
4. Begin development of iQiB resources & tools, focusing on a standardised basic iQiB 

methodology and simple project proforma, with additional tools and resources that can be 
used flexibly depending on the situation. This will be an iterative and expanding process.  √  

5. Quality Improvement Group established and approved within the Governance Structure √  
6. Start to raise the iQiB Hub profile – talk at Grand Round, performance meetings, doctor 

teaching sessions, nurse training sessions, other departmental gatherings, plus 
communications. √  

7. ‘Steal shamelessly’ from external QI experts and study similar programmes in other 
organisations. √  

8. Implement a capability-building programme after approval by ET.   
 
 

Phase 1: iQiB Hub soft launch (Post ET approval) 
Continue 
or Scale 

up 
1. Formalise lead roles for the iQiB Hub   
2. Identify key roles within teams √  
3. Addition of a ‘culture of Quality Improvement’ clause in the standard job description 

template.   
4. Bronze QI and Human Factors (HF) training to be added as essential to job descriptions 

& person specifications for all new starters and to be completed at induction.  
5. Bronze QI and Human Factors (HF) training to be added as essential to job descriptions 

& person specifications for all existing staffs competency matrix.  
6. Ensure Bronze QI and Human Factors training can be reported from ESR √ 
7. Provide Terms of Reference, structured agenda and process for capturing ideas from 

governance meetings.     
8. Start the iQiB Hub inventory of projects.  √ 
9. Development of slides for iQiB in Phase 1 for use at corporate induction (to be delivered 

within the HF training session)   
  

Phase 1: iQiB Hub soft launch (Post ET approval) continued 
Continue 
or Scale 

up 
10. Re-Launch iQiB Bronze Training Package (Y&H IA).  Training to be completed via ESR 

platform.    
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11. Advertise for applicants to become iQiB Facilitators  √ 
12. Initiate support for any BHNFT individuals or teams with innovative ideas and 

improvement projects. Certain groups may be targeted such as those who have to 
complete mandatory QI projects e.g. junior doctors.  √ 

13. Build intranet site with access to tools and resources √ 
14. Triage systems staff and pathways for potential projects √ 
15. iQiB Advisors to start working with Task & Finish Groups and other teams responding to 

learning from SIs and HLIs √ 
16. PALS to explore a patient partnership group for the involvement in iQiB √ 

 

Phase 2:  iQiB Hub Official Launch 
Continue 
or Scale 

up 
1. Introduction of iQiB Hub at Trust Induction √ 
2. Establish a framework for achieving iQiB Practitioner status   
3. Launch iQiB Practitioner status for staff with iQiB Bronze Training who are active in 

improvement work. Status valid for 3 years. √ 
4. Develop iQiB Practitioner role √ 
5. Recording system to be implemented for Practitioner status using ESR platform   
6. Maintain records of Bronze Trained staff actively engaged in iQiB within their departments 

who receive iQiB Practitioner status. √ 
7. Establish format and methods for celebration of success stories √ 
8. Barnsley-fy' Silver Training Package   
9. Launch iQiB Silver Training package, open to all staff who have completed Bronze 

Training, but priority given those who have applied for iQiB Facilitator roles.  √ 
10. Ensure Silver training can be reported from ESR √ 
11. Launch iQiB Facilitator status for staff with iQiB Silver Training who are active in 

improvement work. √ 
12. Launch iQiB Gold Training package, open to all staff who have completed Silver Training, 

but priority given those who have applied for iQiB Advisor roles.  √ 
13. Ensure Gold training can be reported from ESR √ 
14. Launch iQiB Advisor status for staff with iQiB Gold Training who are active in 

improvement science work. √ 
15. Formalise CBU Improvement Lead roles with access to Gold Training   
16. Continue to build intranet site with the ability to register and maintain an inventory of 

projects √ 
17. Have fixed location for the iQiB Hub with office space, meeting rooms, display space and 

digital infrastructure   
18. Start developing an ‘Experts by Experience’ iQiB training package for patients and carers 

in conjunction with PALS √ 
19. Capture opportunities from QI from governance sources. QIG to capture and triage √ 
20. Outcome measure planning and data collection – starting to measure the impact of iQiB √ 

 

 

 

Phase 3: Workshops and Forums 
Continue 
or Scale 

up 
1. Plan and deliver biannual iQiB Forums, open to any staff, for sharing project progress, 

celebrating success, building capability and developing a shared ethos √ 
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2. Plan and deliver biannual iQiB Workshops for iQiB Facilitators and Advisors to keep in 
touch, develop skills and trouble shoot issues √ 

3. Grow the number of projects that iQiB Facilitators and Advisors support   √ 
4. Design scale-up and spread strategies, implementing this approach to appropriate 

projects √ 
5. iQiB Facilitators and Advisors to become involved in complex large-scale projects, that 

may work across organisational boundaries √ 
6. Complete the iQiB expert by experience training package for patients and carers √ 
7. Refine KPIs based on outcome measures and data collection from Phase 2.  √ 

 

 

Phase 4: Cross Organisation Quality Improvement 
Continue 
or Scale 

up 
1. iQiB Facilitators and Advisors to be central in complex large-scale projects √ 
2. IQiB expanding to play a major role in cross-organisation improvement, by exploring 

innovative ways of multi-organisational change such as Flow Coaching. √ 
3. Launch the iQiB ‘Experts by Experience’ training package for patients and carers, aim for 

25 patients by end of phase 4. Have a ‘Patient Participation Lead’ role. √ 
4. Report KPIs as part of the IPR √ 
5. Expand Workshops and Forums to include external speakers and inviting external 

delegates √ 
6. Fully implement the iQiB ‘Experts by Experience’ training package for patients and carers, 

aim for 50 patients. √ 
 

16. Key Performance Indicators (KPIs) and Outcomes 

 

There is no straight-forward way to measure the success of an initiative like the iQiB 
Hub, so how will we know what success looks like? A range of outcome measures will 
need to be assessed in order to build a comprehensive evaluation of progress, and 
return on investment for the iQiB Hub.  

The following actions will be needed in order to specify a robust set of outcome 
measures: 
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• consultation with the ET and alignment of outcome measures  
• consultation with QI experts at Y&H IA and AHSN 
• study of exemplar and local Trusts 
• literature search and appraisal of best evidence 
 
Outcomes will need to come from both self-reported (survey results) and externally 
reported (organisation outcome data) sources, as suggested by Morganti et al (2012).10 
There is a framework developed by Mery et al (BMJ, 2017) for evaluating QI capacity 
building initiatives, which although complex, may be a good starting point for designing 
the iQiB Hub outcome measures. 

The key performance indicators will be as follows: 

• Reduction in recognised patient harms 
• Reduction in patient waiting times 
• Increased patient satisfaction 
• Increased staff satisfaction 
• Enhanced patient safety through positive deviance 
 
Some potential outcomes and KPI’s are: 

Outcomes Performance indicators related to delivery 
Be patient-centered 
Survey of patient partners 
Survey of iQiB Practitioners, Facilitators & Advisors 

KPIs relating to patient safety, effectiveness and 
efficiency  
% of projects with patient involvement 

Build QI capability  
Survey of iQiB Practitioners, Facilitators & Advisors 
Feedback from forums/workshops 

1000 staff trained at bronze QI and HF  year on year 
until 90% target met and then sustained 
37 silver QI  
10 gold QI  
10% staff actively engaged in iQiB 

Facilitate sustained improvement & innovation-
Survey of iQiB Practitioners, Facilitators & Advisors 
Survey of departmental leads & CBU leads 

Number of projects on iQiB inventory 
Individual outcomes for each project – grouped and 
evaluated in common themes, and assessing cost 
savings as well as other outcomes 

Promote QI consistency 
Survey of iQiB Practitioners, Facilitators & Advisors 

% of projects that follow iQiB methodology 
intranet traffic data 

Engage, inspire and embed improvement Survey of 
iQiB Practitioners, Facilitators & Advisors 

 

Strengthen partnerships  
Survey of iQiB Practitioners, Facilitators & Advisors 
-Survey of partner organisations 

 

 

17. Advantage and Benefits 

The QI vision is aimed at all members of BHNFT staff who have ideas to improve the 
service to patients and stakeholders or job satisfaction of BHNFT employees. 

Incorporating QI methodologies will have benefits for patient safety, efficiency, patient 
experience, and staff morale. This will help the Trust to achieve its vision and strategic 
aims. 
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Key risks are likely to be 

• Reputation if the project is not delivered 
• Capacity if budget for resource is not realised 
• Lack of demonstrable outputs from QI projects 

 
18. Conclusion & Recommendation:  

The development of a Quality Improvement Hub (QI Hub) will support the ‘values and 
behaviours’ and ‘proud to be good leaders’ ethos that underpins the BHNFT vision. Use 
of formalised QI methodologies will support improvement programmes, delivery of the 
Trust objectives and progress towards achieving CQC rating of ‘Outstanding’. 

 

19. Recommended viewing – the East London Foundation Trust business case 
for QI available at: 

 https://qi.elft.nhs.uk/resource/quality-cost-and-value-the-business-case-for-qi/
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20. Appendices 

Appendix A: Brand 

Potential Names 

QI@B   Quality Improvement @ BHNFT 
iQiB IQIB   Innovation & Quality Improvement Barnsley 
BiQi    BIQI bIQI  Barnsley Innovation & Quality Improvement Hub 
QI&I   Quality Improvement & Innovation  
QiiB   Quality Improvement & Innovation Barnsley 
I&I    Improvement & Innovation 
IQI   iQi  Innovation & Quality Improvement 
IQI@B    iQi@B Innovation & Quality Improvement at Barnsley 
 

Gold Trained =   Advisor/Facilitator      e.g. iQiB Advisor. 
Silver Trained =   Advisor/Facilitator/Facilitator     e.g. iQiB Facilitator 
Bronze Trained =   Practitioner/QUIIB      e.g. iQiB Practitioner  
 

Potential Slogans 

making a difference   improving together   be the change 

A logo would usually be accompanied by a name and so would not be seen by itself 
and can be adapted to match Trust Colours 
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Appendix B: CQC Guidance for their assessment of QI 

The following is taken directly from the April 2018 CQC document “Brief guide- 
assessing quality improvement in a healthcare provider.”2 

Evidence required Signs of a mature quality improvement approach across the 
organisation:  

1. Quality strategy available on website and intranet that explicitly mentions quality 
improvement and sets the organisation’s quality improvement goals.  

2. Quality appears to be the priority at the Board from agenda and minutes, with a 
specific report on quality that is accessible publicly.  

3. The Board looks at data as time series analysis, and makes decisions based on an 
understanding of variation (run charts and SPC charts as opposed to bar graphs, pie 
charts and RAG rated, use of common & special cause variation language). 

4. Clear and consistent improvement method for the organisation, and demonstrable 
across all areas/operations of the organisation.  

5. Presence of a central team dedicated to supporting quality improvement, with 
expertise in the improvement method and tools.  

6. Plan for building improvement skills at all levels of the organisation, with a large 
proportion of the organisation (and at all levels) having developed improvement skills.  

7. Structures in place to oversee quality improvement work, with multiple executive 
directors involved in regular provider-level overview.  

8. Robust, regular and local support in place across all areas of the organisation to 
support teams using QI to solve complex quality issues.  

9. Quality improvement work across the organisation demonstrates alignment – projects 
at team level align with strategic objectives for the organisation.  

10.Demonstrable use of measurement on a routine basis to monitor progress of QI 
work against outcomes and ensure sustained improvement.  

11. All Executive team and clinical leaders are able to talk about their role in leading 
quality improvement, supporting teams in their quality improvement work and 
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 Appendix C iQiB Hub Capability Requirements, Aims, Roles and Commitment  

Who Capability 
Requirement 

Aim Role Suggested Time 
Commitment 

CBUs 
All New 

Staff 
Induction: 
Introduction to 
iQiB ethos & 
access 

All new starters to the 
Trust moving forward 

Be aware of iQiB concept and 
be open to engaging with 
improvement in department 

• Induction 

IA Bronze + 
HF Training: 
offered to all 

staff 

iQiB Bronze 
Training –online 
iQiB package. 
(analyse, aims, 
measure, PDSA, 
sustain), 
applying to own 
workplace 

• 1000 per Phase 
 

Actively engage with QI in 
department, QI team 
member, suggest ideas, assist 
PDSA, spread ethos 

• 2-hour online 
iQiB Bronze 
training 

• Experiential 
learning as part 
of usual role 

iQiB 
Practitioners 

iQiB Bronze 
Trained AND 
been active in 
improvement 
work, valid for 3 
years. 

• 30% of Bronze at 
Practitioner from 
year 3 

• 375 per year 

As above • Experiential 
learning plus 8 
hours per year 
protected time 
to attend forums 
& workshops 

iQiB Silver 
Training: 

offered to all 
Bronze 

practitioners  

iQiB Silver 
Training – 1-day 
face-to-face 
training. iQiB 
methodology in 
more depth, 
measurement, 
variation, 
leading and 
facilitating QI 
teams   

   

iQiB 
Facilitators 

iQiB Silver 
Training AND 
protected time 
to facilitate QI 
projects within 
their CBU 

• Aim for 10 in phase 2 Facilitate improvement work 
in department, use iQiB 
methodology, work with Task 
& Finish groups  

• Silver course 
plus suggested 
0.5 day per 
month protected 
time, attendance 
at forums & 
workshops, plus 
experiential and 
self-directed 
development 

IA Gold 
Training: 

offered to 
selected 

silver 
trained staff 

IA Gold training 
2 day course for 
staff involved in 
iQiB training 
delivery and 
have a 
permanent role 
on the Hub 
team  

 To develop and deliver iQiB 
Silver training in house at 
BHNFT, to support and drive 
the vision of the iQiB Hub and 
be involved in building a QI 
culture 

• 2-day Gold QI 
training course. 

iQiB 
Advisors 

IA Gold Training 
or similar. 

• 10 per year with 30 
trained 

Advisors – to oversee 
improvement work within the 

• 2-day Gold QI 
training course. 
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Deeper 
understanding 
of QI 
methodology, 
leading change, 
systems-
thinking, 
advising teams, 
effective plans 
for 
implementation 
and spread. 

 

CBU and be a point of access 
for facilitators, to maintain 
alignment of QI work with 
CBU priority work streams 

Embed as part of 
job description if 
already in 
leadership role 
and ideally 
release for 4 
hours per month  

CBU 
Triumvirate 

/ Leads 

iQiB Silver 
Training; 
contact with the 
ET and iQiB 
Advisors 

• As per existing CBU 
structure 

Empowering staff to make 
changes, overseeing 
improvement work in CBU 
and ensuring it aligns with 
CBU/Trust strategies, enabling 
scale & spread, ensuring 
appropriate structures for QI 
in place across directorate, 
embedding iQiB culture, 
building QI to job plans 

• Silver course and 
QI enablement 
as part of job 
role 

QI Hub 
iQiB Hub 

Group 
Silver and 
ideally Gold 
trained. Already 
have knowledge 
and job roles 
within the 
organisation 
that involve QI 
and have 
stakeholder 
positions 
relating to the 
iQiB Hub.   

• Multiple Silver and 
Gold trained staff 

Be involved in iQiB Hub 
development and governance 
structure, champion QI across 
the organisation and 
empower staff to lead change 
using QI methodology, may 
have a role in delivering 
training and facilitating teams 

• Ideally as part of 
existing job role, 
may need to 
adjust job plans 
depending of 
interest and 
availability 

iQiB Head of 
PSQI and QI 
Clinical Lead  

IA Gold Training 
–deeper 
understanding 
of QI 
methodology 
and how to train 
others.  

• 1 Head of PSQI  
• 1 PSQL  
• 1 Clinical Lead 

Ensure iQiB Hub is aligned 
with BHNFT QI strategy, 
planning, oversee training, 
governance, monitor 
outcomes, set up inventory, 
develop tools & resources, 
plan & lead iQiB forums & 
workshops 

• 1 PA for clinical 
lead and part of 
job role for Head 
of PSQI 

Executive 
Team 

Setting direction 
and goals for 
iQiB and overall 
BHNFT QI 
strategy, 
executive 
leadership of 
iQiB, oversight 

• All board members in 
phase 1 

As in requirement • Part of job role 
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of 
improvement, 
promoting iQiB 
ethos, 
empowering 
staff, 
governance 
oversight 

Patients 
Experts by 
Experience 

Introduction to 
iQiB, how to get 
involved in 
improving a 
service, practical 
skills in 
contributing 
ideas. 

Initially building patient 
partnerships for 
involvement in iQiB 
projects, then train: 
50 patients in total 

initially building patient 
partnerships for involvement 
in iQiB projects, then bespoke 
training 

• Voluntary, but 
will need 
assistance from 
PALS team 
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Appendix D – potential future QI structure   

 

 

 

Medical Director 

Head of Patient 
Safety & QI 

QI Senior Manager 
B7 

QI Practitioner 
B6 Rotational 

QI assistant/trainer 
B4 

QI Practitioner B3 
Rotational 

QI Clinical Lead 

QI Advisors 

QI Facilitators  

QI Practitioners 

CBU Improvement 
Leads 
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RECOMMENDATIONS 

EXECUTIVE SUMMARY 

STRATEGIC CONTEXT 

  

REPORT TO TRUST BOARD REF: BoD: 19/12/05/13ii 

SUBJECT:   INNOVATION STRATEGY  

DATE:          5 December 2019 

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  

For review   Governance  

For information   Strategy  

PREPARED BY: Andrew Wiles – Medical Directorate Business Manager / Innovation 
Lead 

SPONSORED BY: 
Dr Richard Jenkins – Chief Executive Officer  
Dr Simon Enright – Medical Director 

PRESENTED BY: Dr Simon Enright – Medical Director 

It is expected that the innovation strategy will support the delivery of the Trust objectives over the 
next three years -   Improving patient access and experience, better working with local and 
regional partners, improved working conditions for staff and better clinical and financial 
performance. 

Continuous improvement is central to delivering healthcare in the modern era.  There are a 
number of drivers for innovation, the main one being necessity.  Delivery of healthcare under 
current financial, demand and workforce constraints requires that the Trust consider ways of 
working that are more efficient than existing models.  
 
While the innovation strategy is not limited to this, technology offers access to different ways of 
working that will assist us in delivering healthcare in this constrained environment.  However, 
changes must be assessed in an environment that considers need, benefit and improved 
performance, against a backdrop of improved patient care and access.  Changes must also be 
assessed from a financial perspective and the Trust ability to invest in changes from both a 
capital and revenue perspective. 
 
The following strategy describes a process and framework that will allow the Trust to identify 
need, innovation and benefit, in delivering new innovations at the Trust. 

The strategy has been approved by the Executive Team and has been discussed at Q&G.  Trust 
Board are asked to support the strategy. 
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Innovation Strategy 
Author(s) Andrew Wiles 

Version No 4.0 

Status Draft 

 
 
 
 
 
 
 
 

BHNFT Innovation Strategy 
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Amendment History: 

Version Date Amendment History 
1 01/04/2019 Initial version 

2 01/07/2019 Oversight framework 

3 05/11/2019 ET Update 

4 19/11/2019 ET Approval 

   

 
Approvals: 
This document requires the following approvals 

Name  Title Signature Date of Issue Version 

Dr Richard Jenkins Chief Executive Officer    
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1.0 Purpose 
This document is intended to set out Barnsley Hospital NHS Foundation Trusts (BHNFT) 
innovation strategy.  The document details the approach, the individuals involved and the 
process by which innovation is embedded in the Trusts day to day activities.  The document 
will act as a reference guide for the Trust and set out a framework for staff to follow. 

 
2.0 Case of Need 

There are many drivers for innovation.  Continuous improvement is central to the aims of the 
Trust and NHS as a whole.  We need innovation to deliver: 
• Quality & Precision, Speed, Cost – better, quicker, cheaper 
• Cost Improvement – reducing expenditure 
• New Ways of Working  
• Socio-Economic Demands – culture of not waiting  
• Long Term Plan and Objectives 
• Existing Deficiencies – workforce 
• Rising Demand for services 

 
3.0 Aim 

The development of an innovation strategy has the central aim of improving the Trust 
performance and delivering its activity against a backdrop of rising demand, low staffing and 
lack of investment.  There is a real need for innovation to find different ways of delivering 
outcomes in ways that are faster, cheaper and do not rely on traditional healthcare models 
currently employed. Improved patient care and access are central to the aims of this 
strategy, in particular access to self-care and empowering patients to be responsible for 
themselves. 

As described above the strategy is intended to embed innovation across the Trust and foster 
a culture within what we do in our day to day activities and all facets of the Trust core work, 
empowering individuals and teams to deliver new innovations across the trust.  

 
4.0 Objectives 

The Strategy provides an overview of the requirements to successfully embed the principles 
of innovation at the Trust.  In order to achieve this, the Test Strategy will consider the 
following: 
• How new innovations are disseminated across the Trust 
• Seeking out best practice and learning from others who have delivered innovation 
• Key is not limiting innovation to obvious areas (e.g. Technology).  Changes to the way we 

work are as important technological advancement (e.g. 2019 staff survey). 
• Identifying areas where the Trust has problems will be critical in delivering innovation that 

is of benefit to the Trust 
• Developing mechanisms for the introduction of new innovations  
• The creation of an innovation forum and quarterly newsletter 
• Targeting different areas across the Trust, taking a holistic approach to innovation, 

including: 
- IT 
- Medical Equipment 
- Environmental and Estate 
- Workforce 

The strategy is intended to be an enabler for other strategies across the Trust.  Changes 
described in the Clinical Service Strategy  
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5.0 Scope 

The scope of this strategy will extend to all areas across the Trust and the local healthcare 
community. Key to the delivery of changes is the interaction with our patients.  
Understanding the needs of the local population as paramount in developing a strategy to 
help them.   

 
6.0 Limitations 

Delivery of innovation in Healthcare must take into consideration the funding and investment 
required to deliver the changes.  For example, new technology and the implementation of it 
has significant cost but has the potential to deliver improved efficiency, a reduction in the use 
of resources and lower overall cost. Changes must therefore be careful not to add additional 
costs to the process and must be targeted to deliver a cost and quality benefit to the Trust.  

 
7.0 Oversight Framework and Governance 

The intention is to setup a framework for the delivery of the above objectives.  This will 
include the following: 
1. Innovation Steering Group – details of the steering group are provided below.  
2. Innovation Forum – the innovation forum will be held every six months and  

 
The innovation steering group will meet on a bi-monthly basis and provide a report through 
to the Finance and Performance Committee every six months, with an annual report to Trust 
Board. 
 
The innovation forum will be held bi-annually and is intended to bring together individuals, 
services and companies to discuss their needs for innovation and the latest innovations.  
The overall aim is to disseminate information from top-down and bottom up.  It is hoped that 
this will develop innovation champions across the Trust 
 
A framework will be developed for the assessment of new innovations and the benefits to the 
Trust.  The principles of this are: 
1. Must provide improved quality and experience for patients and staff 
2. Benefits of improved quality must be balanced with cost impact 
3. There must be a key purpose and assessment of need for the innovation 

 
8.0 Steering Group Membership 

The steering group will be linked with the Quality Improvement team/strategy steering group 
and meeting will be held jointly.  While the two work streams will work independently to an 
extent, there are critical links between the two area and the members of each group are 
broadly similar.   
The following People/Roles are proposed to be members of the steering group: 
• Medical Director / Deputy Medical Director (Chair) 
• CBU Nominated representatives x3 
• Business Manager – Medical Directorate 
• Lead HealthCare Scientist 
• BFS Representative – Procurement  
• Deputy Director of Nursing 
• Deputy Director of IT 
• CCIO / Clinical Lead for EPR 
• PMO Lead 
• Research and Development lead(s) 
• Junior Doctor Representative 
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• Assistive Technology 
 

9.0 Identification and Areas for Consideration 
Key to delivering changes will be the identification of problem areas and needs analysis.  
The steering group and forum will be tasked with identifying areas of need (potential unmet 
need), identifying new innovations and matching those innovations with identified need. 
Key areas for consideration are: 
• Technology 

- Artificial Intelligence 
- Analytics 
- Tele-health  
- Medical Equipment 
- Self-care – Apps 

• IT Systems 
- Healthcare Records 
- Cloud 
- System usage and maximisation 

• Estates and Environment 
- Energy production, usage and storage 
- Estate utilisation 

• Workforce  
- New roles 
- Analysis – statistics and skill 

• Research & Development 
- Medication 
- Procedures and interventions 

• New Ways of Working 
- Care processes and Safer Care 
- New procedures  

 
10.0 Process 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 

 
11.0 Interdependencies  

There are a number of groups that will be involved either directly or indirectly with the delivery 
of the innovation strategy, this includes but is not limited to: 

Staff 

Companies 

Organisations  
(e.g. YHAHSN) 

Input 

Identifying problem 
areas 

 
 
 
 

Innovation Hopper 
- Individuals and 

organisations involved 
in steering group and 
forum will be 
expected to bring new 
innovations to the 
fore, for consideration 

 
 
 
 
 

Assessment  
- Innovations will be 

assessed against 
need, quality impact, 
cost, performance 
and deliverability. 
 

 
 
 
 
 

Piloting 
- Innovations will be 

tested and scored 
against set criteria 

- Shortlisting 

 
Trust Roll Out 

- Innovations that are deemed beneficial will be put forward for trust wide roll out 
 

Patients 

Other 
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• CBU’s and Services – identification of areas of need 
• Supplies – advice and guidance on procurement 
• Quality Improvement – assessment and on-going improvement 
• Research and Development – compliment on-going R&D programmes 
• IT – assisting and developing systems to improve clinical efficiency 
• Finance – capital and revenue consequences of any changes 
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REPORT TO THE  
BOARD OF DIRECTORS REF: BoD 19/12/05/14 

SUBJECT:   MENTAL HEALTH STRATEGY 
DATE:          5 DECEMBER 2019 PRIVATE & CONFIDENTIAL 

PURPOSE:  

 Tick as 
applicable   Tick as 

applicable 
For decision/approval    Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Alison Bielby, Deputy Director of Nursing 
SPONSORED BY: Jackie Murphy, Director of Nursing and Quality 
PRESENTED BY: Jackie Murphy, Director of Nursing and Quality 
STRATEGIC  CONTEXT 
The Five Year Forward View for Mental Health, a report from the Independent Mental Health 
Taskforce to the NHS in England sets out the context for mental health care. 
 
Barnsley Hospital’s vision is to provide outstanding integrated care. In delivering this we aim to 
ensure that mental health services are integrated or combined with physical health services; this 
will ensure that we care and treat the ‘whole’ person. Our mental health strategy is aligned to our 
overall Trust strategy as it supports delivery of our values and strategic objectives and 
underpinning strategies such as; the clinical strategy, the people strategy and the quality strategy. 

EXECUTIVE SUMMARY 
The Trust has identified that there is an increasing number of patients and staff that may require 
help with their mental health needs as well as their physical health needs. Therefore this strategy 
has been developed following consultation with all staff across the organisation through both the 
CBUs and Corporate Services. Whilst the involvement of patients has been minimal at this stage 
our intention is to fully involve patients and service users in the detailed action plan that turns the 
strategy into practice. 
 
The mental health strategy is an ambitious three year strategy that aims to deliver the mental 
health needs of all patients across the Trust and the staff that work in the Trust. 
 
It details why we need the policy based on information from the local joint strategic needs 
assessment and trust information, it sets out the current services that we deliver to patients and 
staff with mental health needs and then details under 9 goals our ambition. 
 
The strategy will be underpinned by a detailed action plan for delivery. This action plan will be 
developed in partnership with staff, patients, carers and other health, social care and police 
providers. 

RECOMMENDATION(S) 
 
The Board is asked to approve the Mental Health Strategy. 
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Barnsley Hospital NHS Foundation Trust  
Mental Health Strategy 2019-2022 

 
1. Introduction  

 
The Five Year Forward View for Mental Health, a report from the Independent 
Mental Health Taskforce to the NHS in England sets out the context for mental 
health care. 

‘Mental health problems are widespread, at times disabling, yet often hidden. 
People who would go to their GP with chest pains will suffer depression or anxiety 
in silence. One in four adults experiences at least one diagnosable mental health 
problem in any given year. People in all walks of life can be affected and at any 
point in their lives, including new mothers, children, teenagers, adults and older 
people. Mental health problems represent the largest single cause of disability in 
the UK.’ 
(February 2016). 
 
Barnsley Hospital’s vision is to provide outstanding integrated care. In delivering 
this we aim to ensure that mental health services are integrated or combined with 
physical health services; this will ensure that we care and treat the ‘whole’ person. 
Our mental health strategy is aligned to our overall Trust strategy as it supports 
delivery of our values and strategic objectives and underpinning strategies such 
as; the clinical strategy, the people strategy and the quality strategy.  There are a 
number of trust policies that are also essential to the implementation of the 
strategy including both Clinical and Human Resources policies. 
 
Our ambition through this strategy is that all patients’ physical and mental health 
care needs are met and that measures are taken to prevent any future potential for 
mental health problems as well as promoting mental health and well-being.  
 
In addition, we aim to ensure that the mental health needs of our staff are met and 
measures taken to ensure that staff are supported to work. The majority of our 
staff live within the Barnsley area and therefore are included in the statistics below. 
 
This strategy will be applicable to all patients who access the trust including 
children and maternity services however the trust will have separate strategies for 
those patients with a learning disability and dementia. 

 
2. Why do we need a mental health strategy? 

Approximately 1 in 4 people in the UK will experience a mental health problem 
each year. Physical and mental health outcomes are closely linked. People with 
severe and prolonged mental illness are at risk of dying on average 15 to 20 years 
earlier than people without, which is one of the most significant health inequalities 
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in England. Two thirds of these deaths are as a result of avoidable physical 
illnesses, including heart disease and cancer, many caused by smoking. There is 
also a lack of access to physical healthcare for people with mental health.  

Furthermore, people with long term physical illnesses suffer more complications if 
they also develop mental health problems, increasing the cost of care by an 
average of 45 per cent. One in five older people living in the community and 40% 
of older people living in care homes are affected by depression. 

People in marginalised groups are at greater risk including; black, Asian and 
minority ethnic (BAME) people, lesbian, gay, bi-sexual and transgender People 
(LGBT), disabled people and people who had contact with the criminal justice 
system. 

Locally the Barnsley Joint Strategic Needs Assessment (JSNA, 2019) identifies 
Barnsley as the 39th most deprived local authority out of 326. Barnsley has 
significantly higher (per 100,000 population) than both Yorkshire and the Humber 
area and England of: 
• Hospital admissions as the result of self harm in 10-24 year olds,  
• Emergency admissions for intentional self harm 
• Permanent admission to residential care (65+) and 
• Day to day activities limited (Disability proxy) 

 
All of these factors contribute to the mental health needs of our patients. 
 
The JSNA for 2016 identified poor mental health as one of the main health 
conditions that people in the district experience. The 2014/15 rate for the number 
of people known to GPs as having being diagnosed with mental health problems 
at 9.6% is significantly higher than the England rate of 7.3%. This represents 
18,840 adults living in Barnsley who have been diagnosed with depression. 
 
This strategy describes how we will work with the community, primary care and 
mental health partners, service users/patients and our staff. Above all else, it 
describes a strategy for giving our staff the confidence and skills that all the people 
we employ should have to support and signpost the people we look after, as we 
expect for basic life support and basic safeguarding. There is no health without 
mental health and we want the best health and outcomes for everyone who uses 
our services. 

 
3. What do we know about the needs of our patients and staff? 

3.1  Our patient’s needs 

In the financial year 2018/19, our patient’s needs regarding mental health 
were supported through a wide range of different services as described 
below.  

In maternity the Mental Health Wellbeing Midwife received 274 referrals for 
pregnant women who required specialist care and 118 vulnerable mothers 
attended a support group run in partnership with charity MIND. 
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The Emergency Department have seen 581 children and young people 
(under 19 years) due to mental health related issues including those related 
to substance and alcohol misuse and 2506 adults.  

There were 162 applications made and subsequently authorised under the 
Deprivation of Liberty Safeguards (DoLS) of the Mental Capacity Act in order 
to ensure that patients who lacked capacity were able to be treated in 
hospital in their best interests. 

There were 9 applications made under Section 5.2 of the Mental Health Act. 
Section 5.2 gives doctors the power to detain somebody in hospital for 72 
hours in order for an assessment to be made as to whether further detention 
under the mental health act is necessary. 

3.2  Our staff needs 

The needs of our staff are equally as important as the needs of our patients 
and it is well documented that rising stress levels and mental health are a key 
reason for sickness both in the NHS and within Barnsley Hospital. 

In financial year, 2018/19 there were 542 referrals including manager, self 
and fast track referrals to the occupational health and wellbeing department 
for psychological reasons and there were 592 face to face counselling 
sessions provided. In the six months from September 2018 to March 2019 87 
staff have accessed the Vivup Employee Assistance Programme telephone 
service. 

There were 14252.70 fte. days lost in the period 1 April 2018 to 31 March 
2019 due to mental health issues for staff including; anxiety, stress, 
depression and other psychiatric illnesses. This equates to 34% of the total 
fte sick days lost (42068.70) 

Additionally, staff experience physical and verbal abuse from patients due to 
their mental health condition and it is important that our response is always 
appropriate, demonstrates compassionate care and ensures safety for all. 

4. What are the services we provide at the moment?  
 

Specialist mental health services are provided by with South West Yorkshire 
Partnership NHS Foundation Trust (SWYPFT). The Trust has access to a mental 
health liaison team based on site which provides a 24-hour service, supporting 
staff and assessing patients requiring mental health assessment within the 
organisation this can be either through the Emergency Department or via inpatient 
referrals.  

For those patients detained under the mental health act a formal Service Level 
Agreement (SLA) is in place with SWYPFT which provides the support of a 
consultant psychiatrist and the Mental Health Act Office based at Kendray 
Hospital.  A joint policy has been developed and implemented to ensure that all 
patients detained under the mental health act are done so lawfully. 

The Section 136 suite is delivered by SWYPFT based at Kendray Hospital and our 
emergency department works closely with both South Yorkshire Police and 
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SWYPFT to ensure that patients with mental health needs are in the most 
appropriate place of safety for their needs. 

We have developed our mental health pathways to ensure that our Clinical 
Decisions Unit is able to accommodate patients whilst they wait assessment or 
recover from substance misuse or overdose. 

For children, the Children and Adolescent Mental Health Service (CAMHS) is also 
provided by SWYPFT, this is delivered on a case by case referral service (24 
hours). We also have an opt in service for those children who attend the 
emergency department due to substance misuse issues provided by Young 
Peoples Services – Recovery Steps. 

Within maternity services we have a Mental Health Wellbeing Midwife to support 
those women have mental health issues throughout their pregnancy and a 
substance misuse midwife who works in partnership with Recovery Steps. There is 
a Mental Health Guideline and Pathway and the trust hosts and chairs the local 
Maternal Mental Health Meeting. 

We also employ nurses in specialist roles such as the Learning Disability Liaison 
Nurse and Dementia Nurse Specialist and the Children’s Complex Needs and 
Neuro Nursing team.  

We have an Equality, Diversity and Inclusion Lead for the trust who supports both 
patients and staff to ensure that we are engaging those groups who may be harder 
to reach and ensure that we are delivering services that meet their needs. 

For staff we provide an in house occupational health and wellbeing department 
whereby staff can either self refer or be referred by their manager. The department 
has Specialist Occupational Health Nurses including a Registered Mental Nurse 
(RMN) specifically to support staff. Internally we can offer counselling services, 
however if staff wish to contact somebody outside the organisation for support 
they can contact Remploy for free help for staff with mental health problems from 
the Department of Work and Pensions or use the Vivup Employee Assistance 
Programme (EAP).  

5. What does this strategy mean for us? 

This strategy is a pledge to improve the outcomes for individuals either attending 
or employed by Barnsley Hospital that they will receive the right mental health care 
at the right time, by the right people. We will use the partnerships we have and the 
empowered and enthusiastic staff we employ to ensure the best outcomes for 
people using our services.  

Every person with a mental health problem should be able to say: 

• Services and professionals listen to me and do not make assumptions about 
me. 

• Those who work with me bring optimism to my care and treatment, so that I 
in turn can be optimistic that care will be effective. 

• The staff I meet are trained to understand mental health conditions and able 
to help me as a whole person. 
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• Staff support me to be involved in decisions at the right level. They respond 
flexibly and change the way they work as my needs change. 

• Wherever possible, there are people with their own experience of using 
services who are employed or otherwise used in the services that support 
me. 

• My culture and identity are understood and respected when I am in contact 
with services and professionals. I am not stigmatized by services and 
professionals as a result of my health symptoms or my cultural or ethnic 
background. 

• The strengths of my culture and identity are recognised as part of my 
recovery. My behaviour is seen in the light of communication and expression, 
not just as a clinical problem 

We will do this through staff education, through building our external partnerships 
to the advantage of our population and understanding the patient and staff 
experience. 

6. How will we change things? 

A detailed three year plan will underpin this strategy to ensure that it is 
implemented into the day to day practice of all staff in the trust. 

Specifically the goals we aim to achieve are that:  

• All patients with mental health issues are cared for in the most appropriate 
environment, wherever possible, for their needs with access to appropriate 
services in a timely manner. 

• We work in collaboration with all partners 

• We engage with mental health patients of all ages who use our services and 
ensure that their views are taken into consideration when undertaking service 
development or changing services. 

• We get feedback from patients with mental health issues about their 
experience when using our services and act on the issues they raise. 

• Staff are appropriately trained to the level required for the needs of their 
service regarding mental health. 

• All policies and procedures are written in such a way that the mental health 
needs of the patients and staff are taken into consideration as demonstrated 
by a robust equality impact assessment (EQIA). 

• The environment of the hospital is appropriate for patients with mental health 
needs and that clinical areas are appropriately risk assessed to reduce the risk 
of harm. 

• We support staff with mental health needs to come to work and feel a valued 
member of the trust. 

• We get feedback from staff with mental health issues about their experience of 
working within the trust and act on any issues raised. 
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7. How will we make the changes? 

Goal 1: All patients with mental health issues are cared for in the most 
appropriate environment for their needs with access to appropriate services. 

1. We will review all current pathways for patients with a mental health issue to 
ensure that they are fit for purpose.  

2. Through this process we will identify gaps in service provision and work with 
our commissioners and all partners regarding that gap to develop new 
pathways to ensure patients are able to access appropriate services. 

3. We will update existing pathways to make them as easy for patients to 
understand as possible which are flexible to needs. 

4. We will review our discharge processes so that patients are discharged in a 
timely manner to appropriate specialist services with the aim of keeping them 
safe and well in the community and preventing readmission. 

5. We will develop information in user friendly formats so that patients are fully 
aware of the care that will be delivered to them whilst using our services and 
on discharge. 

Goal 2: Work in collaboration with all partners 

1. We will review all current pathways for patients with a mental health issue to 
ensure that we are using the most appropriate expertise and partners 
identifying any gaps that partners could support. 

2. We will review the governance arrangements in place to ensure that all 
partners involved in the care of patients with mental health issues are able to 
meet and discuss issues as they arise and improve services. 

3. We will ensure that all services being provided to the trust via a partner have 
robust service level agreements and policy that underpin them so everybody 
is aware of what is being delivered and expectations. 

4. We will explore opportunities to work with the neighbourhood networks in 
Barnsley regarding mental health as these mature. 

5. We will explore all options that the third sector provide and can support us 
with and ensure that patients and staff are aware of services that are not just 
health or social care specific. 

Goal 3: Engage with mental health patients of all ages who use our services 
and ensure that their views are taken into consideration when undertaking 
service development or changing services 

1. We will review our current systems of patient engagement and ensure that 
they are representative, wherever possible, of patients with a mental health 
issues. 

2. We will liaise with stakeholders both internally and externally for help in 
ensuring that the voice of mental health patients is heard if we have been 
unable to ensure representation within the trust. 
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3. We review the ways that we engage with patients and the public to ensure 
that the engagement is meaningful and in many different forms, levels and 
formats to ensure we reach as many patients and stakeholders as possible 
when undertaking service development. 

4. We will review our policy regarding patient engagement to ensure 
accessibility of all patients, their carers and the public to ensure that the 
needs of mental health patients are considered. 

5. We will explore whether we need to implement “Experience based design” to 
ensure inclusivity of all patients when redesigning services. 

Goal 4: Get feedback from patients with mental health issues about their 
experience when using our services and act on the issues they raise 

1. We will review current feedback mechanisms and processes to ensure that 
patients with mental health issues can get their voice heard. This will include 
the systems and processes that we use to gain this information and ensure 
that it is age appropriate. 

2. We will use complaints and other informal feedback mechanisms to 
triangulate information and improve services. 

3. We will look into developing a system of critical friends in the form of a 
service user groups in order to gain feedback and help with the solutions 
required to improve their experience. 

Goal 5: Staff are appropriately trained to the level required for the needs of 
their service regarding mental health. 

1. We will undertake a training needs analysis of what education and training 
staff in the organisation require and ensure that this is delivered, monitored 
and reported on a regular basis. 

2. We will work in partnership with local services and the third sector to train 
staff in mental health support skills by developing a programme relevant to 
the training needs analysis. 

3. We will review what specific education and training needs are required by 
some specialist services where patients with mental health issues are more 
likely to be cared for including the Emergency Department, paediatrics, 
maternity services, those areas which care for patients with self harm or 
substance misuse such as Gastroenterology and surgery and the 
Occupational Health and Wellbeing Department. 

4. We will review specific diagnosis and develop a training programme 
specifically for this if required e.g. depression and anxiety. 

Goal 6: All policies and procedures are written in such a way that the mental 
health needs of patients and staff are taken into consideration as 
demonstrated by a robust equality impact assessment (EQIA). 

1. We will review all current policies and procedures to ensure any issues 
relating to mental health patients have been considered and undertake a new 
EQIA. 
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2. We will ensure that all new policies and procedures take the needs of 
patients with mental health issues into consideration to have a robust 
process in place for assessment through an EQIA. 

3. We will update the Policy for policies as appropriate as any new 
information/legislation comes into being. 

Goal 7: The environment of the hospital is appropriate for patients with 
mental health needs and that clinical areas are appropriately risk assessed 
to reduce the risk of harm. 

1. We will risk assess all clinical areas to ensure that they meet the current 
legislation and requirements to keep patents with mental health issues safe 
when in our hospital. 

2. We will ensure that all patients with identified mental health issues have an 
environmental risk assessment undertaken on admission to hospital in order 
to keep them safe. This assessment will be updated as per policy. 

3. We will review the Emergency Department environment and ensure that 
there are appropriate places to safely nurse those patients with mental health 
issues that ensure their safety. 

4. We will look at the environment when undertaking new building work or 
refurbishment to ensure that it is fit for purpose to safely care for patients with 
mental health issues. 

Goal 8: Support staff with mental health needs to come to work and feel a 
valued member of the trust. 

1. We will review our occupational health and well being services to ensure that 
they are responsive to the needs of staff with mental health issues and use 
all services that are available to enable staff to be a productive member of 
their service. 

2. We will ensure that there are services in place that meet staff needs 
regarding counselling etc. and that these are appropriately evaluated for 
effectiveness. 

3. We will ensure that line managers have the skills and ability to support staff 
with mental health issues to stay at work and be a productive member of their 
service. 

4. We will review human resources policies to ensure that they do not 
discriminate against staff with a mental health issue and update them as 
appropriate ensuring a robust equality impact assessment. 

5. We will continue with the current bespoke workshops that are provided by the 
Occupational Health and Wellbeing Department to wards and departments. 

6. We will ensure that there is a process for debrief in place trust wide for staff 
following any distressing incident. 
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Goal 9: Get feedback from staff with mental health issues about their 
experience of working within the trust and act on the issue raised. 

1. We will look at different and creative ways of ensuring that we get feedback 
about how it feels to work in the trust with mental health needs and how well 
staff fell supported to come to work and be a productive member of the team. 

2. We will act on feedback given by staff to ensure that they feel valued by the 
organisation and their teams in order to come to work. 

8. How will we know that we have achieved our strategy? 

This strategy and implementation plan will be monitored through the trust 
governance processes including locally in the Clinical Business Units and 
corporately through the Quality and Governance Committee and the Finance and 
Performance Committee of the Trust Board. 

Monitoring of the implementation of the strategy will be undertaken through a 
number of means using both quantative and qualitative data including, but not 
exclusive to: 

• Patient and service user feedback. 

This will done using complaints and Patient Advice and Liaison data, patient 
survey data including Friends and Family Test (FFT) and bespoke surveys 

• Staff feedback  

This will done using sickness and absence data, DATIX risk management 
reports, Occupational Health and Wellbeing data and the staff survey results. 

• Audit and Learning Lessons 

This will include national audits, environmental audits, as well as clinical 
pathway audits and the learning from Serious Incidents, Structured 
Judgement reviews, Learning Disabilities Mortality Reviews (LeDER), 
Serious Adult and Child case reviews and Confidential enquiries as 
appropriate. 
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To report particular events, meetings publications and decisions that the Chief Executive would 
like to bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chief Executive. 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHIEF EXECUTIVE’S REPORT Ref: BoD: 19/12/05/16       
 
1. STRATEGIC CONTEXT 

 
1.1. This report is intended to give a brief outline of some of the key activities undertaken   as 

Chief Executive since the last meeting and highlight a number of items of interest. The 
items below are not reported in any order of priority. 

 
2. BARNSLEY HOSPITAL  

 
2.1. Operational Performance 

 
The hospital has seen a sustained increase in both the number of attendances to the 
Emergency Department and a higher level of acuity in these patients throughout 
November. Similar levels of pressure have been experienced by all our neighbouring 
Trusts with the general consensus that this represents the onset of Winter pressures. We 
should anticipate this pressure continuing for th next few months.  
 
Performance against the national four hour standard has been poor however our staff 
have worked incredibly hard to ensure patients remain safe and receive the treatment 
they need regardless of the increase in activity. Additional operational measures have 
been taken to augment bed availability. 

 
I would like to thank all staff across the hospital for their dedication and commitment.   

 
2.2. Staff Engagement 

 
2.2.1. NHS Staff Survey   

 
The NHS Staff Survey closed on 29 November. I am delighted to report that the 
Trust exceeded our internal target of a 70% completion rate. The Trust acheived 
one of the highest return rates of all NHS Trusts who have their surveys 
independently facilitated by Picker. By some margin, this is the best return rate we 
have achieved, substantially ahead of the 50% rate last year and should provide 
us with a rich set of information to guide our work next year. The survey results will 
be available to the Trust in Quarter 4 2019-20.   

 
2.2.2. Administrative and Clerical Staff Engagement  

 
On 8 November the Trust celebrated the work of our valued administrative and 
clerical staff throughout the hospital.  Members of the Executive Team, Senior 
Management and Non-Executive Directors visited administrative and clerical 
teams to thank them personally for their dedication, giving them refreshments and 
specially designed ‘Proud to Care’ branded stationery and goodie bags.  
Colleagues took the opportunity to thank individuals and teams for their 
contributions and hard work via the newly created ‘Shout Out’ facility on the 
Trust’s intranet site.  Feedback from the celebration was extremely positive.  

 
2.3. Influenza Vaccination Programme  

 
Influenza Programme for BHNFT Staff Cumulative Figure 2019, as at 25 November 
2019:- 
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Department Post Title CUMULATIVE 

FIGURE % Vaccinated 

BHNFT Doctors 257 60.61 
BHNFT Nurses 680 68.69 

BHNFT Allied Health Professionals 
(AHP) 281 58.42 

BHNFT Support to clinical 478 58.94 
OVERALL TOTAL   1696 62.68 

 
2.4. Proud of Barnsley Awards 2019 

 
I was proud to attend the awards ceremony on behalf of the Trust, along with Keely Firth, 
Non-Executive Director and several members of staff.  The winner of the Hospital Hero 
award was the Emergency Department Resus Team who were nominated for supporting 
a patient’s partner to say goodbye before a loved one sadly passed away.  
 
Congratulations to the Resus Team and to the other shortlisted nominees, Midwife 
Yasmeen Akhtar and Ward 30.  

 
2.5. Paediatric Emergency Department and Children’s Assessment Unit  

 
Phase 1 of the works to co-locate a newly designed Paediatric Emergency Department 
and Children’s Assessment Unit continues to plan with minimal disruption to staff and 
patients. Full planning permission was granted during the month and Phase 2 of the 
works will commence in January 2020.     
 
Members of the executive team attended specially designed consultation events with 
patients during November where we heard their thoughts and ideas on the environment 
and design of the new facilities.  Thank you to everyone who attended and gave their 
feedback on the plans.   

 
2.6. STARS Sustainability Award  

I am delighted to report that Barnsley Hospital has received the Bronze Level award 
which was presented to the Trust by the Mayor of Barnsley.  
 
Barnsley Hospital is committed to continuously improving our sustainability performance 
and we are proud of our achievements to date.  We continue to embed a culture of 
sustainability into our core business to enhance our social, environmental and economic 
environments. We recognise the crucial role our environmental performance has to play 
in achieving sustainability for Barnsley, the NHS and the UK and are on target to achieve 
our 2020 carbon reduction target. 

We are now looking at areas we can be further sustainable in the Trust, such as energy 
saving lighting, eco-driving courses for select colleagues and working on an active, 
sustainable travel plan. 

3. SOUTH YORKSHIRE AND BASSETLAW (SYB) SHADOW INTEGRATED CARE SYSTEM 
(ICS) ACTIVITIES 

 
3.1. QUIT Programme in South Yorkshire and Bassetlaw 

 
Barnsley Hospital launched the QUIT programme in May 2019, going smoke free across 
the hospital site.  QUIT is being rolled out across different areas of the hospital, 
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supporting staff and patients to stop smoking by providing education and nicotine 
replacement therapy.  
 
As Chair of the ICS QUIT Steering Group I am pleased to report that work is now in the 
early stages of launching QUIT across the regional ICS footprint.  A number of 
workshops and engagement meetings have been undertaken during the month, attended 
by partners across the ICS.  
 
 

 
4. SUMMARY OF MEETINGS ATTENDED  

 
• On 8 November I met with the Hospital’s new Chaplain, Connie Ashton to discuss the 

range of services she will be providing to patients, relatives and staff members.  
• On 12 November I attended the ICS System Health Executive Group. 
• I attended a Chief Executive Peer Group at the NHS Confederation on 18 November. 
• On 20 November I attended the North East and Yorkshire CEO Leadership Event. 
• I chaired the Urgent and Emergency Care Delivery Board on 21 November. 
• On 27 November I had the pleasure of shadowing Laura Gill from the BREATHE team. 

 
 
 
Dr Richard Jenkins  
Chief Executive 
December 2019  
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 
 

SOUTH YORKSHIRE AND BASSETLAW 
INTEGRATED CARE SYSTEM 

 
12 November 2019 

 

Author(s) Andrew Cash, Chief Executive, South Yorkshire and Bassetlaw Integrated 
Care System 
 

Sponsor  

Is your report for Approval / Consideration / Noting 

 
For noting and discussion 
 

Links to the STP (please tick)  

 

Reduce 
inequalities

Join up health 

and care

Invest and grow 
primary and 

community care 

Treat the whole 
person, mental 

and physical  
 

Standardise 
acute hospital 

care 

Simplify urgent 

and emergency 

care 

Develop our 
workforce

Use the best 
technology 

Create financial 
sustainability 

Work with 
patients and the 

public to do this 

 
 

Are there any resource implications (including Financial, Staffing etc)? 

 
N/A 
 

Summary of key issues  

 
This monthly paper from the South Yorkshire and Bassetlaw Chief Executive provides a summary 
update on the work of the South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) for 
the month of November 2019. 
 

Recommendations 

 
The SYB Collaborative Partnership Board (CPB) and SYB ICS Health Executive Group (HEG) 
partners are asked to note the update and Chief Executives and Accountable Officers are asked to 
share the paper with their individual Boards, Governing Bodies and Committees. 
 

Enclosure B 
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South Yorkshire and Bassetlaw Integrated Care System CEO Report 

 
SOUTH YORKSHIRE AND BASSETLAW 

INTEGRATED CARE SYSTEM 
 

12 November 2019 
 
1.  Purpose 

 
This paper from the South Yorkshire and Bassetlaw Integrated Care System Chief Executive 
provides an update on the work of the South Yorkshire and Bassetlaw Integrated Care System for 
the month of October 2019. 
 
2.  Summary update for activity during October 2019 
 
2.1  Collaborative Partnership Board 
 
The October Collaborative Partnership Board received updates on the priorities of joint working for 
the local authorities (physical activity and complex lives) and the ICS Five Year Plan. In addition, 
the Board was joined by the Sheffield City Region team to provide an update on Working Win, the 
Health Led Employment Trial. The Trial has been hugely successful with 4306 participants, 273 
having found employment and 317 staying in work (August 2019 data). 
 
Members also discussed the importance of developing our relationship with the voluntary and 
community sector and agreed a series of next steps including establishing an exploratory task 
group to bring together VCS and ICS stakeholders and lead a programme of work specifically to 
embed the VCS in the ICS at every level of the system. 
 
2.2 ICS Guiding Coalition and Five Year Plan 
 
Our Guiding Coalition met on Tuesday 8th October at the Keep Moat Stadium in Doncaster to 
discuss and feed back on the draft refreshed vision of our Five Year Plan.  We had some very 
helpful and informative discussions at the event, the themes from which have been added to the 
final version which will be submitted to NHS England and Improvement on November 15th 2019. 
 
At the Health Executive Group on Tuesday 12th November, members will receive a near final 
strategic narrative, along with the finance and workforce data and metrics trajectory. Boards and 
Governing Bodies meeting before the 15th November submission should use the draft version and 
those meeting after the submission should use the final version. 
 
Publication of the final Plan is now subject to Purdah during the General Election campaign period. 
While we await guidance on when we can publish, the draft version will remain on our website. 
Alongside the final version, we will publish a Plain English version, an easy read version and a 
version that uses audio/subtitles. 
 
2.3 Focus meeting with NHS England and Improvement 
 
Our quarterly focus meeting with NHS England and Improvement took place on 31 October. The 
review concentrated on operational and financial performance, progress with our Five Year Plan 
and its alignment and how the ICS partners are working together. Good progress was noted on 
our performance and the development of our Plan. 
 
In respect of ICS governance, we described how in 2020/21 we will take account of the work 
coming out of the Establishing ICSs programme, led by Amanda Prichard, to focus our system at 
Place and whole system to deliver the LTP. As with previous focus meetings, when I receive a 
formal letter from Regional Director Richard Barker in due course I will forward on to colleagues. 
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2.4 National ICS Leaders Update 

 
The next national STP/ICS Leaders Development event, which I have been asked to chair, takes 
place on 7 November. The agenda includes a panel discussion with Simon Stevens and 
discussions on the role of STPs and ICSs in supporting development of Primary Care Networks 
and also system-wide quality improvement. There will also be the opportunity to join breakout 
discussions on tackling race inequalities in the workforce, quality engagement and 
communications to support system working, local government and the NHS working together as 
‘anchor institutions’, population health approaches and system-wide metrics. 
 
I will update colleagues on the session at the Health Executive Group meeting. 
 
2.5 Allocate Awards 
 
I am pleased to report that we won a national industry award in recognition of our joined-up work 
on the e-rostering workforce project. The Allocate Awards 2019 ceremony took place on 
Wednesday, October 16th in Manchester and was collected by attending members of the eRoster 
group within the ICS.  
 
This award was particularly impressive as it recognised our achievement of ‘working inclusively 
across boundaries’. The partnership has been coming together regularly and has successfully 
developed a shared approach to eRostering (an electronic way of efficiently managing when staff 
are needed to work). 
 
This is an excellent example of the innovative project work taking place within the ICS at the 
moment. I have said previously that we need to ensure continuity of improvement if we want to be 
the best delivery System in the country.  
 
2.6 Performance Scorecard 
 
The attached scorecards show our collective position at October 2019 (using predominantly 
August and September 2019 data) as compared with other areas in the North of England and also 
with the other nine advanced ICSs in the country.  

 
You will see we are green across the board for six week diagnostics, two week cancer waits, two 
week cancer breast waits and 31 day cancer waits. Our A and E performance as a System, while 
still below the constitutional standard, has also improved.  
 
This is important progress as we head into winter and we obviously need to try and keep up the 
improvement if we want to be the best delivery System in the country. The amount of work and 
leadership taking place at the moment to make and then sustain these improvements is hugely 
appreciated.  
 
At month 6 all organisations are on plan and are forecasting to achieve plan; although there 
remain some risks to full year delivery. 
 
2.7 Establishing ICSs  
 
As part of the commitment in the NHS Long Term Plan for ICSs to be formed and covering the 
country by April 2021, there have been a number of discussions with stakeholders to hear their 
feedback on supporting systems. ICSs are not statutory entities, nor is there any specific 
legislation governing how they operate and therefore it is important for local systems to work 
together with regional teams to establish a new way of working. 
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There have been a number of key themes emerging which focus on the role of the ICS and its 
collective model of accountability. Stakeholders are keen to see greater clarity and we can expect 
to learn more about the themes and next steps when more details are published shortly.  
 
2.8 General Election and Purdah 
 
We are now under six weeks before a general election, and are therefore in ‘purdah’ or the pre-
election period of sensitivity.  Purdah continues until a new government is in place – if the election 
results are close, this could continue for some time. 
 
This is a time of sensitivity, and specific restrictions are placed on the use of public resources and 
the communication activities of public bodies, civil servants and local government officials. The 
ICS will consider both the guidance and impact on other organisations and colleagues and ensure 
that we remain politically impartial. 
 
 
Andrew Cash 
Chief Executive, South Yorkshire and Bassetlaw Integrated Care System 
 
Date 5 November 2019 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 
 

  
REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/12/05/17  
SUBJECT:   INTELLIGENCE REPORT  
DATE:          5 DECEMBER 2019  

PURPOSE:  

 Tick as applicable   Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: EMMA PARKES, DIRECTOR OF MARKETING & COMMUNICATIONS 
SPONSORED BY: DR RICHARD JENKINS, CHIEF EXECUTIVE 
PRESENTED BY: EMMA PARKES, DIRECTOR OF MARKETING & COMMUNICATIONS  

 
To provide a brief overview of NHS Choices reviews and ratings together with information on relative 
key developments, news and initiatives across the national and regional healthcare landscape which 
may impact or influence the Trust’s strategic direction.    

 
Summary of content:  
 

• MY NHS/NHS Choices Feedback  
• General Election – December 2019 
• Hospital cancels non urgent procedures  
• Public Health relaunches flu vaccination programme for children  
• NHS whistle-blower support scheme  
• NHS online training – supporting people to get home from hospital quicker 
• NHS Passport Scheme  
• Learning Disability improvement standards for NHS Trusts 

 
 

 

The Board of Directors is asked to receive the contents of this report for information. 
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Subject: INTELLIGENCE REPORT  Ref: BoD: 19/12/05/17 

 
*please note that this is not an exhaustive report, submissions welcome to emmaparkes1@nhs.net 
Release 
Type 

Detail Impact/ 
Action/  

My NHS/ 
NHS 
Choices  

NHS Choices User Rating – 4.5* (5* is Excellent)  
 
Feedback 
 
Excellent 
★★★★★ 
Posted on 20 November 2019 
 
Today I visited rheumatology for the first time, booked in by one 
particular staff member, professional and friendly put at ease. Short 
wait to see a lovely consultant ashamed to say I was so nervous I 
missed his name! However thorough chat, all my questions answered 
I left with a satisfactory treatment plan much happier than when I 
arrived this guy was a proper gent, caring empathetic, polite. Thank 
you to everyone on the unit. NHS at it's best from reception ladies to 
nurses to Professor "lovely man ". Excellent 
 
Excellent, professional service 
★★★★★ 
Posted on 15 November 2019 
 
I am fortunate enough to have been attending the audiology 
department at Barnsley hospital for 7 years. Each time I go I feel that I 
am listened to (no pun intended) and my needs are catered for. I have 
been re-assessed today, I was confident that it was a 100% thorough 
assessment, my hearing aids have been adjusted accordingly and, 
once again, I can hear really well. I love my hearing aids, wish that I’d 
been able to have them years ago, and I am delighted with the 
service I receive from Audiology at Barnsley Hospital. Thank you. 
 
Excellent care 
★★★★★ 
by Anonymous - Posted on 05 November 2019 
 
My husband has white coat syndrome but everyone of the staff we 
were involved with went out of their way to treat him with kindness 
and consideration. Waiting times were tedious but they were as a 
result of the pressure of patients being seen. The staff from A&E ; 
ward staff ; dining room staff , all deserve praise and commendation. 
 

Potential 
impact on 
reputation / 
All postings 
responded 
to / Board to 
note for 
information 
Director of 
Comms to 
circulate to 
staff as 
appropriate.  
 

National  General Election in December 2019 
 
Purdah remains in place until the general election on 12 December 
2020.  During Purdah communications either in the form of 
announcements or activities by NHS organisations should be avoided 
if they could influence, or be regarded as influencing, the outcome of 
elections. 
 

Director of 
Comms to 
ensure 
purdah is 
adhered to.  
Board to 
note for 
information  
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Release 
Type 

Detail Impact/ 
Action/  

National Hospital cancels non urgent procedures 
 
Northampton General Hospital Trust said it has cancelled non-urgent 
inpatient surgery procedures until the end of March to support 
demand management over the winter period. The Trust will continue 
to provide emergency surgery and cancer surgery, along with as 
many day case procedures as possible. 

Board to 
note for 
information  

National  Public Health England re-launches flu vaccination programme 
for children.  
 
Every child aged between the ages of two and 11 is eligible for a free 
nasal spray for the first time this year as well as others in high risk 
groups. Distribution of the vaccine had previously been delayed. The 
delay was caused by a combination of the World Health Organisation 
taking longer than expected to decide which flu strains should be 
included in the vaccine. 
 

Board to 
note for 
information  

National  NHS whistle-blower support scheme to roll out across the 
country  
 
The NHS in England is to roll out dedicated support for members of 
staff who raise the alarm on unsafe practice.  Following successful 
pilots, the NHS will soon offer practical support to any doctor, nurse, 
or other worker across the country who needs additional support to 
build their career after raising concerns at work, as part of the NHS 
Long Term Plan to improve care and treatment. The scheme will offer 
staff career coaching, shadowing opportunities, work experience, 
interview skills practice and resilience training to former or current 
members of staff who have blown the whistle on poor practice. 
Evidence shows that health services delivering a higher quality of 
patient care are more likely to have a positive speaking up culture. 

Board to 
note for 
information 

National New NHS online training to help people get home from hospital 
quicker  
 
NHS England and Health Education England have launched ActNow, 
an e-learning tool developed for health service and care staff to help 
them reduce hospital delays for patients. Action to help more people 
avoid lengthy spells in hospital is being rolled out nationwide as part 
of the NHS Long Term Plan. NHS doctors, nurses and other staff are 
being encouraged to ask themselves ‘Why not home? Why not 
today?’ when planning care for patients recovering from an operation 
or illness, as part of a campaign – called ‘Where Best Next?‘ – which 
aims to see around 140,000 people every year spared a hospital stay 
of three weeks or more.  
 
These new resources will help staff to take prompt practical actions 
and use every opportunity to ensure our patients are cared for in the 
best place for them. It will cover the use of new technology, effective 
early discharge planning and caring for people at home. Another 
added benefit for staff is professional development as completing the 
online course can be used as evidence of continued professional 
development and ongoing learning. 

Executive 
Team to 
review  
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Release 
Type 

Detail Impact/ 
Action/  

National NHS Passports to help staff work flexibly and cut administration 
costs and further funding for e-Rostering  
 
Health service staff in England will be able to move seamlessly 
between sites in a bid to make it easier to take on new roles, plug 
gaps in staffing and improve patients’ care. 
 
Following successful pilot projects, all hospitals in England are being 
urged to sign-up to passporting agreements, which will cut the need 
for up to two-day inductions and other admin when staff move 
between organisations.  
 
All clinicians working in hospitals that have these agreements will be 
able to move across different NHS sites to offer care to patients 
before returning to their main trust.  
 
Supporting the deployment of staff across a number of different NHS 
sites through passporting has already been trialled successfully at five 
hospitals across London. Staff at these trusts have reported an 
increase in more flexible working patterns and improved ability to 
share experiences and knowledge between services. These 
workforce sharing agreements encourage host organisations to 
recognise that employment checks and core training have been 
undertaken at the employing organisation. 
 
Alongside passporting, £7 million funding is set to be put into local 
services to support the nationwide introduction of e-rostering, allowing 
staff to plan patient care rotas months ahead. The expansion of 
flexible work plans follows moves which have helped retain more than 
1,000 nurses, midwives and other clinicians over the last 18 months 
through a ‘retention programme’ in NHS trusts, which is now also 
being rolled out across GP surgeries.  
 

Executive 
Team to 
monitor 

National Learning disability improvement standards for NHS Trusts  
 
The standards have been developed with a number of outcomes 
created by people and families. By taking this approach to quality 
improvement, it places patient and carer experience as the primary 
objective, as well as recognising the importance of how the NHS 
listens, learns and responds in order to improve care.    
 
The four standards concern: respecting and protecting rights; 
inclusion and engagement; workforce and; learning disability services 
standard (aimed solely at specialist mental health trusts providing 
care to people with learning disabilities, autism or both) 
 
The standards are intended to help organisations measure quality of 
service and ensure consistency across the NHS in how we approach 
and treat people with learning disabilities, autism or both. They are 
prominent in the learning disability ambitions in the NHS Long Term 
Plan and included in the NHS standard contract 2019/20. We aim to 
apply the standards to all NHS-funded care by 2023/24. 

Executive 
Team to 
note and 
monitor 

 
Pack page 190



BoD December2019: Celebrating our People 

EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

 
 

REPORT TO THE BOARD OF DIRECTORS REF: BoD: 19/12/05/18 

SUBJECT:   CELEBRATING OUR PEOPLE 
DATE:          5 DECEMBER 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For decision/approval   Assurance  
For review   Governance  
For information   Strategy  

PREPARED BY: Katie Claydon, Communications Assistant  
SPONSORED BY: Richard Jenkins, Chief Executive 
PRESENTED BY: Emma Parkes, Director of Marketing & Communications 

To provide an update to the Board on the Trust’s Brilliant Award winners as part of the reward 
and recognition process for celebrating the excellent work within the hospital.  

The Trust employs over 3,800 people, each of whom play an integral role in the hospital’s overall 
performance and successful achievement of strategy and objectives.  
 
Each month, the Trust recognises staff who are nominated by colleagues and the public by 
presenting three Brilliant Staff Awards as part of a monthly award scheme which recognises 
individuals or teams that have gone above and beyond their role. 
 
There are three award categories: 
 
- Individual Brilliant Award (nominated by any member of staff) 
- Team Brilliant Award (nominated by any member of staff) 
- Public Brilliant Award (taken from feedback received by members of the public) 

Each month the Chairman and Chief Executive jointly agree the winners, who are then presented 
with a certificate by the Chairman at a surprise presentation which is then promoted throughout 
the Trust. The Brilliant Staff Awards are sponsored by ISS who provide food and hospitality 
services for the Trust. 

This paper will highlight the winners and nominees within each award for the previous month.  

 
The Board is asked to review the content of this report.  
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Subject: CELEBRATING OUR PEOPLE REPORT Ref: BoD: 19/12/05/18 

 
 
1. STRATEGIC CONTEXT 

 
This report provides the Board with an understanding of the Trust’s winners and 
nominees for the monthly Brilliant Staff Awards. The Brilliant Awards are a key part of 
the Trust’s recognition of our people. Winners are celebrated across the Trust in a 
variety of communications media.  
 

. 
1. INDIVIDUAL BRILLIANT AWARD 

 
1.1 Winner: Christen Sausby 

 
Nomination 1: 
I think Christen should get this award because when I was poorly she took me under 
her wing, she held my hand when I shed tears because I so missed my ward family 
and found it hard to adjust. She was with me every step of the way supporting me 
when I was down and encouraging me to go forward. I have been here nearly a year 
and I now feel like part of another family. I am happy in my work and this would not be 
so if this lady did not support me. Patients adore Christen they ask for her. She never 
complains and she has a ready smile for everyone that walks through the door. 
Family and friends cards are being filled in all the time praising staff - we do this to 
give some thing back. I think an award would give her the boost she deserves. 
 
Nomination 2: 
When I first came to the diabetes centre for my interview, Christen greeted me very 
professionally and put me at ease as I was nervous. She explained what happened in 
the clinic and how we work as a team and how they work individually.  When I got the 
job, on my first day Christen supported me. She also helped me gain a lot of 
confidence as I was new to the Trust. This made me feel valued as a team member 
which was great. Christen has supported me in my last 12 weeks working - she has 
helped me to develop new skills and also helped me in how our clinic’s run. She has 
interacted so professionally with staff and patients which has been lovely and this has 
been fed back into our friends and family questionnaires.  Christen has explained how 
well I have been performing and how staff and patients have said how well I'm doing 
and how excellent my work is, I cant thank Christen enough and I feel that myself and 
my team have said Christen deserves recognition. I wouldn't be where I am today 
with support from my lovely, caring boss who is special to us. 
 
Nomination 3: 
Christen is a dedicated member of this hospital and a pleasure to work with. She is 
100% patient focused and nothing is too much for her. She works beyond her hours 
and never turns a patient away even if they don't have an appointment. She always 
has a smile on her face and is approachable at all times even during busy stressful 
clinics. She drives friends and family, fire, health and safety as well as other hospital 
policies and procedures through the department. 
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1.2 Nominees: 
 
Sam Clark, Location Clerk: 
He is a kind considerate and caring person. Always willing to help if he can. A real 
pleasure to work with. A real breath of fresh air. 
 
Charlotte Barker, Breast Clinic Receptionist: 
Dedicated, clearly cares that she does a good and thorough job. Very polite and 
approachable, 'nothing too much trouble'. Well thought of by patients and staff alike. 
Charlotte ensures she follows up on outstanding work (such as completing clinic 
outcomes). Clearly cares that patients receive the right appointments and will 
question if concerned about patient needs. A valued member of the breast care team. 
 
Luvina Muirhead, Staff Nurse: 
I have known Luvina quite a while now. We first worked together in main theatres. I 
moved to day surgery nearly seven years ago and Luvina moved to day surgery in 
2018. Luvina is an excellent nurse, scrubbing up in theatre to recovering patients on a 
late shift. Her bubbly personality is infectious and I love it when I am in her theatre 
because it makes for a wonderful day. Luvina has worked here 25 years starting off 
as a domestic many moons ago, to what she does now. Her energy is infectious and 
she is a wonderful, caring, professional nurse. 

 
Rachel Wallace, Fall Prevention Practitioner: 
Nomination 1: 
Rachel has moved from a ward into a corporate nursing post which is very different. 
She has embraced this new role and has made it her own in a very short time; 
engaging staff and ensuring that she is visible for support on a daily basis including 
delivering a falls prevention week in the dining room. She is pushing her own 
personal boundaries all the time in this role and recently spoke at the nursing 
conference even though she was very nervous as had never done this before. She 
has ensured that through her actions working with the Clinical Business Unit's (CBU), 
the Trust has achieved the falls CQUIN for quarter 2 from a very poor start in quarter 
1. She truly deserves this award. 
 
Nomination 2 
Rachel started the post in June 2019. She came from ward 17 into a newly formed 
role to lead, educate and develop the way falls are prevented and care can be safer. 
There are many reasons why I believe she deserves a brilliant award; 
 

• Courage - she was brave enough to step out of being a nurse on cardiology 
into a specialist role. She has attended and presented falls reports at patient 
safety and harm, to senior nurse leaders and represented the Trust externally 
at falls prevention networks. She presented at the recent nursing conference 
and told her story about her change from being a staff nurse on a ward to 
specialist role. 

• Initiative & Innovative -Rachel is a self starter and redesigned the falls 
prevention training bringing it in line with NICE and the falls CQUIN actions, 
she has brought in spot check audits and bite sized learning for nursing staff, 
therapy staff and medics. 

• Quality Improvement - Rachel undertakes the FALLS CQUIN audits weekly 
and informs senior nurse leads of the outcomes. Areas where improvements 
are needed based on the audits, she will go out and deliver training and 
support to lead nurses and the MDT on the prevention of falls and the 
importance of the CQUIN, both in terms of patient safety and financial return. 
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The Trust had an excellent quarter on achieving the CQUIN target, this is by 
and large due to the effort and committed drive from her to work with all teams 
across the trust to prevent falls and communicate what we need to do to 
improve patient care and safety. 

• Commitment - for national falls awareness week, Rachel set up a stall in 
Collier’s and she also made cakes and sourced material from external 
providers on falls prevention.  

• Trust Values - she demonstrates the behaviours, working together, 
professionalism, being kind, and being able to communicate effectively about 
fall prevention and patient safety. 

• She is active on twitter, showcasing great work teams do in fall prevention and 
is rapidly increasing followers who want to see what she is doing about falls 
prevention. 

• Most of all I am proud of the way she has taken on the challenge of doing 
something new and succeeded in leading the Trust on raising falls awareness 
and reducing falls. Making care safer for our patients and bringing along the 
workforce on that journey. 

 
Helen Green, Associate Director of Nursing: 
Helen has helped me return to work after a period of long term sickness by 
accommodating me working in CBU2 non clinically. I have been able to assist with 
Root Cause Analysis, Patient complaints, CIP audit work and a wide range of work. 
This has been hugely beneficial to my learning.  Helen has been very supportive 
during this period and has given me positive feedback which has helped me to feel 
part of the team and to feel that my role is valued within the organisation. Helen is a 
kind and caring individual who makes you feel like a person as opposed to a number. 

 
 

2. TEAM BRILLIANT AWARD 

Winner: Ward 21 
 
Our ward at the moment is short staffed nurse wise yet our nurses come in every shift 
with a smile on their face and a spring in their step and work their socks off to meet 
the high demand on the ward.  I believe our ward deserves some recognition for the 
hard work everyone puts in the meet the high demanding needs of our patients.  We 
had a ward meeting recently and recognition was a major factor for many people that 
our ward does not seem to get any recognition for the hard work we all put in. Hence 
why I am nominating our ward as I feel we do an amazing job and we need to have 
some recognition to boost staff morale.  

 
2.2 Nominees: 

 
Antenatal Clerical Team: 
This team has pulled together through some very challenging times over the past 12 
months. They have come in early, stayed late to ensure all patients have a point of 
contact when they arrive for their appointments and all notes are available. They have 
ensured the service has run seamlessly without compromise and have never 
complained. The challenges are still occurring and they just continue to work above 
and beyond. This award would be a great thank you to them from the management 
team. 
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Catherine Mitchell and Critical Care Rehab: 
Cath has worked extremely hard in completing an excellent business case over the 
last 18 months in order to create new ways of working within the physiotherapy and 
intensive care/critical care teams. Cath and her teams' efforts have now been 
acknowledged, and have been discussed with the Executive Team, proving the value 
of the service. Due to the development of the physiotherapy and critical care rehab 
service, patients are now receiving a minimum of the recommended time for 
rehabilitation and exercise. We are seeing better patient outcomes including earlier 
mobility on ITU, early discharges from critical care areas to the wards, and better 
patient morale/motivation. Having physiotherapy/critical care rehab available up to 
seven days a week has optimised not only patient care and development, but holistic 
multi disciplinary team working. I feel this outstanding new service is working 
extremely well and is beneficial to the critically ill patients who may have long rehab. 
 
Procurement Team: 
I would like to nominate the Procurement Team for being an absolutely brilliant team 
and especially brilliant people. I find myself working very closely with much of the 
Procurement Team and always find them to be friendly, efficient, professional, 
dedicated, approachable and just pleasant to be around - the list goes on! From 
walking through the door to Paige's friendly smile to the welcome that the rest of the 
team give, they are a fantastic team to be around. I, along with others in my team, 
place a large amount of requisitions, including urgent orders, with different members 
of the team day on day and have found them to be extremely prompt and on the ball, 
keeping a consistently helpful service. The pleasure of working with them is added to 
by their willingness to laugh and joke whilst still getting the job done. Thank you to the 
Procurement Team for all of your hard work and dedication, it doesn't go unnoticed! 
 

3. PUBLIC BRILLIANT AWARD 

Winner: Katie Bradshaw and Bernadette Mairead, Midwives: 
 
I was under the care of Katie who reassured me and my husband and mum on every 
update. Kept me comfortable throughout. Nothing was a problem and she kept us in 
loop with what was going off. Kept offering my birthing partners drinks whilst also 
taking care of me. Bernadette then took over from Katie’s night shift and continued 
the same care again keeping us in the loop very attentive and making sure I was fine. 
I had to go for an emergency c section. Bernie was fantastic throughout kept me calm 
in what felt a situation no one should go through. I delivered our little boy via 
emergency c section and Bernie stayed throughout recovery helped my husband feed 
our new born (1st child). She took me to the antenatal post natal ward after my 
recovery in theatre.  
 
I’m at home recovering well thanks to these two midwives supporting us all 
throughout, I think the whole team is deserved but these two ladies in particular need 
the recognition they deserve. 
 
Nominees: 
Sarah Warren, Midwife: 
Sarah was my midwife. She was professional and friendly throughout the birth of my 
baby girl. She explained everything clearly throughout the approx. 10 hours we spent 
in her care. She made both myself and by husband feel very relaxed throughout the 
whole process from my water being broken to taking me back up to the ward after the 
birth. I feel that it could have been a very different experience should Sarah not have 
been my midwife. Nothing was too much trouble. Sarah is an asset to your staff group 
and I can’t thank her enough for all her help and support. 
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EXECUTIVE SUMMARY 

RECOMMENDATIONS 

STRATEGIC CONTEXT 

 

  

REPORT TO THE  
BOARD OF DIRECTORS REF: BoD: 19/12/05/19 

SUBJECT:   CHAIRMAN’S REPORT 
DATE:           5 December 2019  

PURPOSE:  

 Tick as 
applicable 

  Tick as 
applicable 

For 
decision/approval 

  Assurance  

For review   Governance  
For information   Strategy  

PREPARED BY: Trevor Lake - Chairman  
SPONSORED BY: N/A 
PRESENTED BY: Trevor Lake - Chairman  

 
To report particular events, meetings, publications and decisions that the Chairman would like to 
bring to the Board’s attention. 

 
This report is a brief summary of key meetings and events attended by the Chairman.  
 
 

• As at period 7 the Trust continues to deliver a favourable financial performance to plan, 
despite increases in activity above planned levels across all areas, and remains on track to 
deliver it’s year end position. 

• The Governors election process concluded with seven public representatives and one staff 
representative duly elected. 

• The Charity continues to enjoy the benefits of significant fundraising activity in general. 

 
The Board of Directors is asked to receive and note this report. 
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Subject: CHAIRMAN’S REPORT Ref: BoD: 19/12/05/19      
 
1. STRATEGIC CONTEXT 
 

1.1 This report is intended to give a brief outline of some of the key activities undertaken   
as Chairman since the last meeting and a review of any key updates. The items below 
are not reported in any order of priority. 

  
 
2. BARNSLEY HOSPITAL POSITION  
 

2.1 As at period 7 the Trust continues to deliver a favourable financial performance to plan 
despite increases in activity across all areas above planned levels. The Trust is now 
slightly ahead of the phased CIP target for period 7 and is on track to achieve the full 
year figure. 
 

2.2 The year to date capital programme still remains slightly underspent as at period 7, 
however it is forecast to be on plan by the year end with all capital schemes identified. 

 
2.3 The development programme for Paediatric Emergency Department and Children’s 

Assessment Unit commenced phase 1 in early October and is on schedule. Phase 2 
has now received local authority planning approval. 

 
2.4 As part of its engagement, 360 Assurance is currently undertaking a survey of the 

Board of Directors and other Senior Leaders/Managers within the Trust, based on the 
key lines of enquiry in CQC’s Well-Led Framework. 

 
2.5 A procurement process is under way to commission an external Well-Led review as 

required to be carried out every 3-5 years by the regulators.  
 

 
3. COUNCIL OF GOVERNORS  

3.1  The Trust held a Quality & Governance Sub Group meeting of the Governors on 13 
November and received the Quality & Governance Committee’s Chair’s log, the 
Integrated Performance Report and a presentation on the proposed changes to 
Cancer Pathways delivered by Ben Brewis and John Crossland.  

 
3.2. The Trust held a meeting of the Council of Governors on 19 November receiving 

reports from the Chair, Chief Executive, Lead Governor and the Sub Group Chairs. 
Agenda topics included November’s Board Agenda, the Integrated Performance 
Report, September’s ICS performance report and the Trust’s Intelligence report. 

 
3.3  The Governor Election process concluded on 4 November, run by UK Engage who are 

contracted on behalf of the Trust to provide this service independently. The Trust was 
duly notified that seven public representatives and one staff representative were duly 
elected as Governors to commence their respective three year terms of office on 
January 1 2020. 
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4. NEWS AND EVENTS: 

 
4.1 Formal Trust meetings have attended include Trust Board, Council of Governors, 

Finance, Performance and Workforce Committee, Quality Committee, the Governor’s 
Quality and Governance Sub Group meeting and the Board of the Charity Trustees.  
 

4.2 I have also attended a number of informal and ad-hoc visits and meetings. These 
included attending the Patient Safety and Harm Committee, the Clinical Effectiveness 
Committee, a South West Yorkshire Partnership NHS Foundation Trust Governors’ 
meeting and meeting two of our new Consultants.  

 
4.3 During this month I met with each of the Non-Executive Directors individually to review 

their half year progress against objectives, visited the Community Midwifery service, 
the Medical Staffing Committee, a Clinical Business Unit business meeting and hosted 
the Barnsley Integrated Care Partnership Group meeting, which included a strategy 
workshop. 

 
4.4 I represented the Trust in laying a wreath at Barnsley’s Remembrance Sunday 

Memorial service and also represented the Trust at the funeral service of one of our 
Governors. 

 
4.5 I had great pleasure in presenting the awards at the Long Service Ceremony, in 

particular recognising the contribution of service from staff ranging from 20 years to 45 
years. The Trust genuinely thanks all those staff for their dedication and commitment. 

 
5 Barnsley Hospital Charity 
 

5.1  Barnsley Hospital Charity continues to enjoy the benefits of significant fundraising 
activity in general and is well on the way to achieve the goal of raising the required 
funds for the Tiny Hearts appeal. As at October 2019: 

 
 

Tiny Heart’s Donations                      £5,113.63 
Other Charity Donations                  £11,405.30 

 
Tiny Hearts Appeal Total                £934,187.99 
Tiny Hearts Fund Balance              £216,188.12 

 
 

Trevor Lake, Chairman 
December 2019 
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